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New Relief from the Enigmas 
of Pruritus Ani 


CASE = MALE, SS YEARS 


Hydrolamins Ointment, an isotonic, 
specially selected combination of 
amino acids, offers a new answer 

to the baffling problem of 


ano-genital pruritus. 


Therapy is based on the 
observation'”* that this non- 
irritating protein counteracts the 
protein-precipitating irritant 
responsible for the pruritus and 
is protein-sparing to 


perianal tissue. 


FORMULA: 


Hydrolamins offers an isotonic, 
specially selected combination of 
amino acids derived from lactalbu- 
min, in a vehicle of polyethylene 
glycol 1500. 

SUPPLIED: 


1 oz. (28 Gm.) and 2.5 oz. (70 Gm.) 
tubes with peel-off label. 





REFERENCES: 


18:59 (Feb.) 1951. 











BEFORE 


Rectal itch for 20 years; itching in rectal area ex- 
tending across perineum to scrotum in wide area. 
Red scratches in perineal region. Severe erythema. 
Areas sensitive, painful, tender. 





AFTER 


Hydrolamins applied 3 times daily to whole area. 
No irritation developed. Itching relieved immedi- 
ately, and healing was complete in three weeks. 


PHARMACEUTICAL COMPANY CHICAGO 14, ILLINOIS 


1. Bodkin, L.G.: Amino Acid 7 herapy for Pruritus Ani, Am. J. Surg. 82:557 (Nov.) 1951. 
2. Bodkin, L. G., and Ferguson, E. A., Jr.: Successful Ointment Therapy for Pruritus Ani, Am. J. Digest. Dis. 


3. McGivney, J.: Recent Advances in Proctology, Texas J. Med. 47:770 (Nov.) 1951. 
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topical anesthetic affords more than simple relief of discomfort 











in episiotomy, hemorrhoids, dermatoses, etc. Its advantage as a 
| surface anesthetic 


| is made clear in reports from over 15,400 clinical cases: 
4 like any effective topical anesthetic, Tronothane first of all 


| ends pain and itching 


but its chemical structure is non-“caine” a.d unique— 


with little chance of dermatitis or toxicity. Thus it acts 


with low risk of side effects 


even among’ persons who are already allergic to the other local 
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agents. Investigate Tronothane for your own practice — soon. 
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LETTERS 
TO THE EDITOR 





Dear Dr. Cantor: 

During the past five years I have 
performed not less than one hundred 
combined submucous and subcutaneous 
hemorrhoideciomies through longitu- 
dinal incisions, in which the wounds 
were closed using a continuous blanket 
suture for the mucous membrane and 
interrupted knots for the modified skin 
of the anal canal and for the skin of 
the perianal region. Thus, no drainage 
was afforded and I’ve been amazed to 
find that not a single case developed 


abscesses, nor infections of a greater 
degree than that which is always ob- 
served following the technics in com- 
mon use. No antibiotics were prescribed. 
Care of the wounds comprised cleans- 
ing with tap water, hot sitz baths and 
swabbing with water soluble jelly. 

This procedure was undertaken with 
a view to shorten the postoperative pe- 
riod, which so lasts an average of twelve 
days. 

The technic is not absolutely satis- 
factory since the catgut utilized as su- 
ture material is not well tolerated and 
gives rise in some cases to skin tags 
which have to be removed afterwards 
under local anesthesia. Notwithstand- 
ing, end results do not differ substan- 
tially from those obtained with ac- 
cepted methods. 

I'd like to have your opinion on why 


—Concluded on page 78 


The high degree of solubility of “Thiosulfil’’ combined with 
its high bacteriostatic activity and low acetylation rate insure 
rapid and effective action with virtually no side effects. 


“THIOSULFIL: 


Brand of sulfamethylthiadiazole 


safest, most effective sulfonamide 


for urinary tract infections 


2 Ayerst Laboratories * New York, N. Y. * Montreal, Canada @ 


raincoat 
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The International 


Board of Proctology 


On the 16th day of March, 1950, a certificate of incorporation for 
the International Board of Proctology was filed with the office of the 
Secretary of State of the State of Delaware, U.S.A. 


This certificate reads in part as follows: 
“The objects or purposes to be promoted or carried on are: 

a. To formalize the principles of education and study for the guid- 
ance of physicians seeking to specialize in the science of proc- 
tology: 

b. To improve and develop existing opportunities for the training 
of proctologists: 

c. To provide an opportunity for the recognition and judgment of 
the qualifications and training of competent and responsible spe- 
cialists in the practice of proctology: 

d. To conduct examinations of qualified physicians and to certify 
approved candidates as physicians who have been certified by 
the Board as specialists in the science of proctology and to pub- 
lish and circulate such lists of approved specialists.” 


Inasmuch as this was the first International Certification Board, the 
plan of organization was submitted to the World Medical Association, 
the Secretary of the United Nations, the Council on Medical Education 
of the American Medical Association, the Advisory Board for Medical 
Specialties of the United States, and the leading Medical and Surgical 
Societies of other countries. 

To determine the status of such an International Board in terms of 
International law, the rector of the College of Europe, Bruges, Belgium, 
was consulted. The reply of H. Brugmans, Rector of the College of 
Europe, dated September 8th, 1951, reads as follows, in part: 

“What you are creating seems to be very like the old corporative 
organizations and guilds such as they existed in the middle ages. To 
my mind, this does not mean accusing you of choosing antiquated forms, 
but on the contrary, congratulating you for coming back in modern 
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circumstances to solutions which already proved workable before. In 
Europe, where we are very keen upon history and ideology, we would 
call this, autonomous professional organization under a non-state 
authority.” 


It is important to emphasize that this is indeed an autonomous pro- 
fessional organization under a non-state authority, and that, therefore, 
an. International Board is not under the jurisdiction or supervision of 
any local, state or national medical society in any country. 


Dr. Louis Bauer, then (and now) International Secretary General 
of the World Medical Association and subsequently President of the 
American Medical Association, wrote as follows in the June, 1951 issue 
of the American Journal of Proctology: 

“The establishment of National Specialty Boards has long been an 
accepted practice in the United States. The establishment of an Inter- 
national Specialty Board, however, is an innovation. 

“While there might, at first glance, seem to be insurmountable ob- 
stacles to the general acceptance of such a Board, careful study does 
not reveal them, though there will be difficulties. 

“So far as known, no state in the United States requires that a special- 
ist be certified by the National Board of his particular specialty. For 
all practical purposes, however, certification by such a Board has be- 
come increasingly important. It is required for admission to many of 
the special societies. It is required by certain bodies which use special- 
ists’ services, and even the general public in the United States has be- 
come, to a large extent, educated to the point where it expects the spe- 
cialist to be certified. 


“Certification, therefore. has become not a matter of law, but a 
demand of the public and the medical profession. 

“The establishment of an international board in any specialty, prob- 
ably can never be recognized by law in the various countries, but 
education may result in its being acknowledged just as has been the 
case in the United States. 

“The studies by the World Medical Association indicate that not less 
than 16 countries have specific standards for specialists, whereas 12 
have no specific standards. In four of the 16 having standards, the 
government establishes those standards. 

“Proctology is recognized as a distinct specialty in 10 out of 32 coun- 
tries investigated. Hence, these studies present the problems which must 
be solved before standards can be established that will be recognizd 
internationally. 

“The World Medical Association is interested in raising and unifying 
medical standards throughout the world, and in effecting better liaison 
and understanding among the doctors of the world. It has under con- 
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sideration calling a congress on medical education and has under dis- 
cussion with the World Health Organization the methods of implement- 
ing the furtherance of high world standards in medical education.” 

Information obtained by the World Medical Association studies of 
specialists and consultants in foreign countries reflects the great need 
for international certifying boards. The terms “consultant” and “spe- 
cialist” are defined by most countries primarily in terms of local recog- 
nition. Thus, we find that a consultant is defined as “a medical practi- 
tioner whom his colleagues recognize as one worthy to be called in for 
advice and opinion by virtue of his special knowledge and experience.” 

A specialist is defined as “a medical practitioner who practices in 
one or more particular fields of medicine and is often a master of some 
special technique. He may not be as eminent as a consu!tant and his 
interests may be much more limited than those of the consultant.” 

Thus, recognition of the consultant and the specialist is primarily 
based upon local evaluation of the talents of the practitioner. The em- 
phasis is primarily on eminence in the area where he practices. Note 
that in these definitions no mention is made of certification by corpo- 
rate boards (as the American boards) or other organizations. 

The International Board of Proctology offers a new concept in Board 
certification. For the first time in the history of medicine a certifying 
Board has been designed as a teaching instrument. Extensive lists of 
questions covering anatomy, physiology, histology, pathology, the 
medical problems of proctology, surgical indications and technics, etc., 
have been prepared, together with suggested bibliographies and refer- 
ence lists of textbooks for study by the applicant. This study is pre- 
sented to the applicant, and a period of four months is allowed for 
4 completion of the studies. 

The applicant is required to prepare the answers to these questions 
in his own handwriting, and in such fashion that they indicate a grasp 
of the literature and the technics, rather than a simple copying of text- 
book material. Successful completion of this course of study consti- 
tutes Part I of the examination. 

Part II requires observation of the surgical technics of the applicant 
by members of the Board, Founders Group, or an acceptable designated 
surgeon of the candidate’s country, province or state, who shall be 
designated to be present during operative procedures performed by the 
candidate. 

Part II of the examination also includes the submission of an origi- 
nal research thesis, or a monograph reviewing the full literature, and 
extending or developing meaningful conclusions from that literature. 
There must be evidence of extensive study and original thinking. 

It becomes obvious, therefore, that this qualifying examination, 
based as it is upon teaching question lists requiring extensive study by 
the candidate, and original research work, as well as clinical evaluation 
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of the candidate’s actual ability, is vastly different from the usual quali- 
fying Board examination. 

Inasmuch as recognition of “consultant and specialist”, as indicated 
above, is based primarily upon local evaluation of the talents of the 
practitioner, such evaluation by local medical societies will be given 
proper consideration in determining the eligibility of candidates for 
examination. Indeed, the final evaluation of acceptability for certifica- 
tion of every candidate is based upon recommendation of the Board’s 
advisors in the candidate’s country as to his professional ability as a 
proctologist, his ethical standing in his community, the degree of limita- 
tion of his work to proctology, and his formal training. Full informa- 
tion on eligibility, and the nature of the examination itself, may be ob- 
tained by writing to the offices of the American Regents, 147-41 San- 
ford Avenue, Flushing, L. I., New York, U.S.A. Please request the 
information booklet on the International Board of Proctology (Ameri- 
can Regents). 

Please note also that there will be no certification within the United 
States at this time. It must be emphasized once again that the Ameri- 
can Boards have served an important function in American medicine 
and should continue to do so throughout the future. The International 
Board of Proctology functions on an entirely different level, both geo- 
graphically and in terms of the nature of the certification. The criteria 
established by the founders of the International Board of Proctology 
include recognition of the applicant’s status in his community, and his 
professional training and general qualifications, but adds also the 
important educational feature of the teaching question lists and the 
original monograph requirement. There is thus no conflict between 
International and American Boards, and every proctologist should 
attempt to achieve certification by both. The broader scope of the 
International Board certification is obvious. Equally obvious is the fact 
that any organization or form of certification that advances the physi- 
cian in his development in proctology is desirable and should be per- 
petuated. 

Alfred J. Cantor, M.D. 
for The American Regents, 


International Board of Proctology 
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Pilonidal 
Cyst 


Disease 


Newer Developments in the Pathogenesis and Therapy 


Two of the most controversial sub- 
jects regarding pilonidal sinus-cyst dis- 
ease are: (1) pathogenesis and (2) 
treatment. Is the pathogenesis congeni- 
tal or acquired? Shall surgery be per- 
formed by primary closure, partial 
closure, by excision and packing or by 
marsupialization? These are 
lated and important considerations. 

Until recent years it was generally 
agreed that pilonidal sinus-cysts were 
due to some embryologic maldevelop- 
ment—be it ectodermal invagination or 
the 
neural canal. More recently, numerous 


interre- 


persistent coccygeal vestigae of 
reports of pilonidal sinuses occurring in 
the inter-digital webs of barbers and 
some in axillary and anterior perineal 
areas have prompted Gifford of Stam- 
ford and Davage of Michigan, both 
pathologists at their respective Medical 
Schools, to study the origin and develop- 
ment of sacro-coccygeal pilonidal  si- 
nuses. Their purpose was to correlate 
the etiology of inter-digital cysts of bar- 
bers with the pilonidal cyst. 
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LOUIS S. WEGRYN, M.D.* 
Elizabeth, New Jersey 


Careful pathological examination of 
specimens by Davage (463) and Gif- 
ford (90) showed the presence of hair 
shafts in 72% and 82% of their cases 
respectively. Hair follicles, sebaceous 
and sweat glands, were present in slight- 
ly over 3% of all cases and were located 
usually at the neck of the sinus. This 
indicated slight invagination of the over- 
lying skin. An epithelial lining was pres- 
ent in over 50% of the cases. Where 
there was evidence of inflammation and 
abscess formation no epithelial lining 
was present, but instead a granulation 
wall with many polymorphonuclear leu- 
kocytes, lymphocytes and plasma cells. 
Giant cells were noted frequently where 
dead hair shafts were found. 

Just how the sinus actually occurs is 
best expressed by a theory of Patey and 
Scarff who claim that organisms are 
introduced into the tissues causing in- 


*Presented at the Seventh Annual Teaching 
Seminar of the International Academy of Proc- 


tology, March 23-26, 1955. 
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Figure | 


fection and subsequent sinus formation. 
Secondarily the hairs are introduced 
into sinuses causing foreign body granu- 
lomatous reaction. The entry of hair 
shafts into the sinus is facilitated by: 
(1) suction due to a negative interglu- 
teal pressure and (2) relaxation of soft 
tissues against the coccyx and sacrum 
while sitting and riding. 

I have found personal cleansing habits 
after defecation play a very important 
role in the development of pilonidal 
sinus. Males, especially the hairy type. 
often make several vigorous backward 
strokes with dry toilet tissue, after defe- 
cation, over-riding the sacro-coccygeal 
junction. It is this vigorous rubbing in 
the presence of existing moisture, seba- 
ceous material and hair, that directly 
initiates infection and forceful introduc- 
tion of hair shafts. 

The less frequent occurrence of pilo- 
nidal sinus in females may be explained 
by: (1) less hairy growth, and (2) by 
better personal cleansing habits after 
defecation. Women are less vigorous 
with the use of toilet tissue. Unlike 


males, many females use toilet tissue 
with a forward stroke. It is also inter- 
esting that in those areas of the world 
where toilet tissue or substitutes are not 
used the incidence of pilonidal cysts are 
greatly reduced. 

Therefore, in summary, recent studies 
of Patey and Scarff, Davage, Gifford 
and others strongly suggests that pilo- 
nidal sinuses are acquired and not con- 
genital. In view of their findings, it is 
possible that the present day treatment 
may change. 

Our next, and still debatable problem, 
is the surgical procedure and treatment 
of this condition. It is generally agreed 
that the open method takes much longer 
to heal but recurrences are fewer. This 
method is preferred by the majority of 
proctologists. 

But, today our general hospitals are 
overcrowded; many patients cannot af- 
ford long absence from work. In recent 
years the adherents of primary and par- 
tial closure are reporting fewer com- 
plications and recurrences. This may 
be attributable to the use of antibiotics, 
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and particularly to careful hygiene of 
the ano-sacro-coccygeal area. 

A recent study of 32 cases, 24 males 
and 8 females, conducted by me over a 
three-year period, revealed that a simple 
partial closure was the most successful 
method. This procedure of treatment 
and surgery is as follows: 

Pre-operative Care The patient is 
admitted to the hospital the afternoon 
previous to the operative day. A soap 
suds enema is given, and the sacrococ- 
cygeal region is washed with aseptisol 
and shaved widely. On the day of opera- 
tion a cleansing enema is given two 
hours before schedule, followed by dem- 
erol 100 mg., with scopolamine gr. 
1/150, hypodermically, forty-five min- 
utes before operation. 

Anaesthesia In a majority of cases 
pentothal of sodium, intravenously, was 
used. 

Operative Procedure The patient 
is placed in the prone position with the 


Figure 2 
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table broken in the middle, thus elevat- 
ing the hips to a 20° angle. The opera- 
tive area is cleansed with aseptisol. The 


*\ 
¢ 
/ = 
/ as 
/ \ 
f e } 
I : \ 
[ feet 
ts 
\ + | 
\ ; i 
\ / 
\ d 
— 


Figure 3 


buttocks opposite the pilonidal operative 
area are painted with tincture of benzoin 
compound. Strips of adhe- 
sive are applied to both 
sides about four inches from 
the midline, and secured be- 
low to the operative table. 
(Figures 1 and 2.) The 
operative field is then paint- 
ed with tincture of merthio- 
late. An elliptical incision is 
made through the _ skin, 
about the sinus, close to the 
midline. Kocher or Ochsner 
clamps are placed on the flap 
to be removed, at the upper 
end, and an incision is car- 
ried down to the sacral 
fascia. The surgeon’s index 
finger is directed downward 
on the sacral fascia, thus lift- 
ing the subcutaneous tissue 
and at the same time cutting 
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with scalpel to both sides at about a 
forty-five degree angle. (Figures 3 and 
4.) Bleeding is controlled by hot packs 
and pressure. The adhesive straps are re- 
leased. In closing, a silk +4 suture is 





Figure 4 


carried through the lateral skin edge 
and down to the sacral fascia on the 
opposite side of the midline. The same 
is done on the opposite side. Three or 
four sets of sutures are used. (Figure 
5.) The assistant, with the aid of 
Kocher clamps, brings the skin edges 
down to the fascia, and sutures are then 
tied—leaving the ends of the silk free. 
A three inch rolled vaseline gauze is then 
placed over the wound and tied over by 
the silk sutures. (Figure 6.) A dress- 
ing is then applied. 

Post-operative Treatment The 
patient is permitted to get up on the day 
of operation. There are no restrictions 
of diet. Achromycin, 100 mg., t.i.d., 
intramuscularly, for three days, is rec- 
ommended. If the patient is constipated, 
a phospho-soda dispenser enema is given 
on the third post-operative day. The pa- 
tient is warned to cleanse the anal area 
after each defecation with cotton satu- 
rated with a boric acid solution. On the 


fifth post-operative day, the vaseline 
gauze pack is removed. Sitz baths are 
then started. The patient, if progressing 
satisfactorily, is discharged from the 
hospital. The patient is given a T-binder 
and a soft gauze packing to be applied 
to the wound area, and he is instructed 
to take sitz baths, or equivalent, two or 
three times daily. 

Again, special emphasis is placed 
upon cleansing after defecation with 
the cotton saturated with boric acid 
solution, being careful it is carried 
out away from the wound. The pa- 
tient visits the doctor’s office one week 
after discharge from the hospital. The 
silk sutures are then removed and 
the area is examined. Patients with an 
abundance of hair are warned to have 
someone keep the hairs away from the 
wound by cutting and shaving them. The 
patient is again advised to return in five 
to seven days. During this visit the 
wound is carefully examined. It is often 
necessary to cut hairs in proximity of 
the wound. Any questionable invagina- 
tion of skin and hair is cauterized with 
bichloracetic acid. After the establish- 


Figure 5 
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Figure 6 


ment of a firm scar, the patients are in- 
structed to frequently use the moist cot- 
ton cleansing with the forward stroke 
after defecation; and, that vigorous 
backward strokes, with dry tissue, may 
cause a recurrence. 

Thirty cases treated in this manner 
healed within thirty days; one in forty- 
five days; and one in sixty-five days. 
The latter healed only after the applica- 
tion of epilation doses of x-ray. He was 
a very hairy and unkempt patient. There 
have been no recurrences in this series 
to date. 

These results obtained can not be en- 
tirely attributed to the surgical method. 
Rather, I feel they reflect the post- 
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operative care and the personal hygiene 
after surgery. Similar results might be 
obtained with MacFee’s or Healy’s tech- 
niques. However, both of these pro- 
cedures have a longer operative time. 


Summary 


We see that a knowledge of the 
pathogenesis of pilonidal cyst aids 
in our approach to its treatment. 
By accepting the “acquired theory 
of etiology of pilonidal cyst,” a new 
program of surgery and post-oper- 
ative care was established. This 
program has proved to offer a bet- 
ter operative, post-operative, and 
recurrence prognosis 
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Practical Suggestions for 


the Roentgenological 


Examination of the Colon* 


The roentgenological examination of 
the colon is only one part of the general 
examination. This should be borne in 
mind, for it has become a habit to rely 
too much upon the roentgenological 
findings. Besides, the interpretation of 
the roentgenograms is very often a 
tricky one. To illustrate the inherent 
difficulties, especially in non-obstructing 
lesions of the colon, a case with two 
carcinomata in the transverse colon is 
shown (Fig. 1). 

After administration of a barium 





Fig. 1. Two carcinomatous areas of the 
transverse colon. The complete filling 
obscures the lesions. 


FRANZ J. LUST, M.D.+ 
New York 


enema the colon is well outlined. How- 
ever, no pathology is discernible. No 
defects or other signs can be detected. 
Only after evacuation (Fig. 2), is the 
presence of two carcinomas in the trans- 
verse colon noticeable. These two non- 
obstructing tumors are seen more clearly 
after the use of compression and spot- 
films (Fig. 3). The cancers are round 
tumors with irregular surfaces. 

Similarly, in a patient with cancer of 
the sigmoid, complete filling obscures 
the lesion (Fig. 4), whereas the post- 
evacuation film reveals the tumor in the 
recto-sigmoidal area (Fig. 5, 6). After 
oral administration of barium another 
large carcinoma of the recto sigmoid 
was obscured (Fig. 7). This large mass 
was well visualized on the post-evacu- 
ation film after a barium enema 
(Fig. 8). 

In another patient, a round mass was 
clearly outlined in the region of the de- 





From the Department of Radiology, Bellevue 
Hospital Center, New York, New York. 


t Assistant Visiting Roentgenologist, Bellevue 
Hospital. (Dir.: Maxwell H. Poppel, M.D.) 


* Presented before the Seventh Annual Teach- 
ing Seminar, International Academy of Proc- 
tology, March, 1955, New York City. 
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Fig. 2. Two carcinomas of the trans- 
verse colon. Post-evacuation film (bar- 
ium enema) shows the tumors distinctly. 
(see Fig. |} 


scending colon (Fig. 9). It was aiso 
present after air-insufflation (Fig. 10). 
However, after a soap suds enema and 
thorough cleaning out, the mass dis- 
appeared, as the shadow had been pro- 
duced by fecal matter. Another fecolith 
gave the impression of a tumor of the 
cecum (Fig. 11). 

These examples of pitfalls in the 
roentgenological diagnosis reveal sev- 
eral important facts. The roentgeno- 
logical studies of the colon cannot be 
evaluated after oral administration of 
barium. Therefore, any statement on 
the condition of a colon should be made 
only after a barium enema study of the 
colon. 

The barium enema _ examination 
should be performed only after good 





Fig. 3. Carcinoma of the transverse colon. Spot film of the 
tumor near the hepatic flexure of Fig. 2. The outline of the 
tumor is more distinct on films taken under slight compression. 
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preparation. There is still a wide di- 
vergence of opinion as to which is the 
best preparation. Some authors recom- 
mend the administration of harsh laxa- 





Fig. 6. Resected specimen of the can- 
cer of the recto-sigmoid area, demon- 
strated in Figs. 4 and 5. 


tives, such as castor oil. French authors 
have shown years ago that castor oil 
denudes the surface of the colon of the 
fine coating of mucus, which retains 
barium very well and outlines the finer 
mucosal structures. Very often, after 
taking castor oil, the entire enema is 
Fig. 4. Carcinoma of the recto-sigmoid evacuated so that mucosal changes can- 
area. The barium enema obscures the not be studied. Even tumors do not 
tumor, which is non-obstructing. retain the barium in their crevices and 
therefore can be missed. 

We suggest taking a soap suds enema 
two to three hours before the examina- 
tion. The enema should be given while 
the patient is lying on the left side. 
The enema should not be more than 
three feet above the patient. The pa- 
tient is told to retain the enema for two 
minutes, then evacuate, and afterwards 
have a cup of coffee or tea and a slice 
of toast. The reason for this procedure 
is that even a healthy colon is not able 
immediately to evacuate the water com- 
pletely. However, when there is a time 
interval of two to three hours, the neces- 
sary reabsorption of fluids from the 
colon has been completed by the time 








Fig. 5. Post-evacuation film of case on 


Fig. 4. The cancer of the resto-sigmoid : Tis aaa 
is now well visualized. the roentgenological examination in the 
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Fig. 7. Cancer of the recto-sigmoid, This 
film was taken 24 hours after oral ad- 
ministration of barium. The intestinal 
loops hide the tumor. 


office takes place. The small breakfast 
frequently gives another urge to evacu- 
ate the bowels, due to the gastro-cecal 
reflex. To get rid of any disturbing 
intestinal gas, the trip from home to the 
doctor’s offices is generally sufficient. In 
the hospital, when bed-ridden patients 
are examined, disturbing gas accumula- 
tions are more frequently encountered 
than in office examinations. 

The barium enema examination is 
done in three stages: 

1. The complete filling. This is im- 
portant, in order to distend the colon, 
even unphysiologically. All major 
pathology can be detected. 

2. The post-evacuation examination. 
At this stage, the mucosa and non-ob- 
structing pathology can be studied. 
Usually, the first attempt to evacuate is 
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unsuccessful. Sufficient time must be 
given the patient to get rid of as much 
barium as possible. 

3. Examination after rectal insuffla- 
tion of air (aerogram). Most intra- 
luminar masses can be well studied at 
this step. However, as pointed out 
above, even fecal matter may have the 
appearance of tumor masses. 

The difficulties in the colon diag- 
nosis are due to several facts. One is 
that multiple lesions can be present at 
the same time. Multiple carcinomata 
are no rarity in the colon (Fig. 2). 
Likewise, if there is one polyp, another 
may be found far away. Then, there is 
the multiple aspect of the same disease, 
as best recognized in ulcerative colitis. 

Another grave factor is the coexist- 
ence of benign and malignant lesions. 
In other organs, if we find one definite 
pathology, we can usually assume that 
all the other changes are due to the same 


cause. In the colon, however, we have 





. . " 
ies 


Fig. 8. Cancer of the recto-sigmoid, 
same case as Fig. 7, but after evacuation 
of a barium enema. The tumor is now 
well outlined. Oral administration of 
barium is a very poor method to study 
colon pathology! 
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Fig. 9. Tumor in the descending colon. 
No pathology but fecal matter!! 


to be especially careful in this respect. 
Nearly all cases of cancers of the intes- 
tine are accompanied by simple condi- 


tions such as colitis. Benign polyps 


Fig. 10. The same case as Fig. 9. In 
spite of air insufflation, fecal matter is 
still clinging to the wall of the colon. 





may undergo malignant degeneration. 
In multiple polyps one or more may 
show carcinomatous changes while 
others may still be benign in nature 
(Fig. 12). There are many non-specific 
changes in the colon. Hardened fecal 
matter may have the roentgenological 
appearance of a polyp or tumor, and 
tumors may look like fecal matter. 
Greatest care must be taken in reading 





Fig. II. 


Large round mass in the cecum. 
This was not a tumor but a hard feco- 


lith! 


films with such shadows, which require 
reexamination, as the conclusion drawn 
from such findings might otherwise lead 
to unnecessary operations. Experience 
in judging roentgenograms is rarely as 
important as in colon diseases. The 
reason for reexamination has to be ex- 
plained to the patient, who might won- 
der why one roentgenological examina- 
tion does not always give the correct 
diagnosis immediately. 

The importance of the roentgenologi- 
cal technique is that every part of the 
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colon is fully visualized. That is not 
as easy as it sounds. The colon does 
not lie in one plane, but has paris, which 


There 


overlap on conventional views. 


are many loops and, frequently, extra 
loops which are within the normal 
limits, but require extra films to demon- 
strate all parts. 


It is a predilection of 





Fig. 12. Two benign polyps of the de- 
scending colon. The third polyp near 
the splenic flexure had undergone malig- 
nant degeneration. The tumor has an 
irregular outline with "malignant relief."' 
The coexistence of benign and malig- 
nant tumors in the colon must always be 
taken into consideration. 


some small carcinomas to be situated 
just in a kink of the bowel, which is 
otherwise normal. Neoplasms in the 
lowest part of the sigmoid are treacher- 
ous: they are hard to reach by the sig- 
moidoscope, and, in the roentgenological 
examination they are difficult to see, 
epecially if some reflux through the ter- 
minal ileum has taken place—a happen- 
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Fig. 13. Ulcerative colitis. The entire 
colon has undergone fibrosis and has a 
stem-like appearance. 





Fig. 14. Film after evacuation of the 
barium enema in a case of ulcerative 
colitis. (see Fig. 13) There are no haus- 
trae or any sign of peristalsis visible, as 
the colon has undergone extensive fibro- 
sis. 
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ing which can hardly be avoided. 

The mucosal changes in inflammatory 
conditions are many. Therefore, it is 
good to have the outline of a normal 
mucosa in mind. The mucosal folds 
are alternatingly of longitudinal and 
transverse types. They are not a con- 
stant phenomenon. They change with 
the tonus of the gut, with the peristalsis, 
and with the presence of fecal matter 
and air. Occasionally, a lack of trans- 
verse folds is the sign of a relieved 
intussusception. The surface of the 
colon can show different aspects in dif- 
ferent types of colitis. In mucous co- 
litis, the mucosa itself shows very slight 
changes but may have a cobblestone 
appearance in a chronic stage. In ulcer- 
ative colitis, the colon has lost its entire 
tone and elasticity (Figs. 13, 14). Due 
to the resulting fibrosis, the colon looks 
like a rigid pipe, without any sign of 
haustrae or peristalsis. In cases in- 
volving the lower sigmoid and rectum, 
this fibrosis is very outspoken, and 





Fig. 15. Ulcerative colitis of the recto- 
sigmoid. Note the rigid outline of the 
gut and the fixation. 


small fistulae may be present, com- 
plicating the disease (Fig. 15). 


Summary 


It was not our purpose to discuss 
the entire problem of the roentgen 
pathology of the colon, for which 
many excellent textbooks are avail- 
able. We were aware that a short 
description of some technical and 
diagnostic points might improve 
the roentgenological examination 
in the office of the proctologist. We 
have tried to illustrate our points 
by rcentgenograms showing some 


common pitfalls in this examina- 
tion. A film should be studied from 
top to bottom, since the pathologi- 
cal changes may be hidden in a 
corner. The part in the middle of 
a colon film is, generally, the sec- 
tion least apt to show pathology. 
The suggested preparation of the 
patient has been used for more than 
twenty years, realizing that other 
types of preparation have also 
proven to be valuable. 
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Present Day Management in 
Hospitalized Patients 


Medical management of a disease of 
idiopathic origin is best with many prob- 
lems, and ulcerative colitis is no excep- 
tion. Since the disease was _ initially 
separated as an entity from the dysen- 
teries, no concept of etiology or mode of 
therapy have withstood the test of time. 
The extreme variability in the natural 
course of the disease, and the complete 
lack of adequate controls in the reported 
series, make it almost impossible to 
evaluate the results attributed to any 
specific measures. 

Before entering into any description 
of the treatment of this disease, it would 
appear wise to reiterate several well 
known facts so important to us all. The 
impression gained from the literature is 
that ulcerative colitis is a severe and 
debilitating disease which runs a pro- 
gressive downhill course in the vast ma- 
jority of cases. In our experience, most 
cases have been quite the contrary, and 
many have never reached the point 
where hospitalization, transfusions, and 
surgery are required. Still another in- 
teresting feature is the frequency with 
which this disease may remain localized 
to the originally involved segment for 
an indeterminate period of time. To be 
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remembered also is the relative infre- 

quency of complications occurring in the 
low grade colitis patient. 

It is with some degree of trepidation 
that I discuss our present day manage- 
ment of ulcerative colitis in view of the 
fact that, basically, little has been added 
to our knowledge in recent years. The 
initial premise upon which we labor is 
that this disease is primarily a psycho- 
somatic problem with infection and asso- 
ciated complications a secondary phe- 
nomenon. It is always wise to evaluate 
any new modality carefully since 65- 
70% of patients will have remissions re- 
gardless of which regimen is instituted. 
In our opinion, the most important fea- 
ture in therapy is the establishment of 
proper rapport between the doctor and 
the patient. It is unnecessary to go into 
any detail about the usual personality 
problem which exists, since it is all too 
well recognized that these patients so 
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frequently conform to a particular pat- 
tern. It has been our experience that the 
best psychotherapy can be obtained from 
the medical physician if he is willing to 
spend adequate time in gaining the con- 
fidence of the patient. In our last 14 
cases, we have attempted to treat the 
patient by maintenance of nutrition, 
transfusions when indicated, and “feeble 
attempts” at simple psychotherapy. The 
response could well be correlated with 
the improvement in the outlook, attitude, 
and degree of understanding in each 
instance. It was always necessary to 
spend considerable time with the patient 
as well as other members of the family 
to acquaint them with the nature of the 
problem, a factor often forgotten in 
spite of active disease for many years. I 
do not wish to leave the impression that 
drugs have no part to play since they are 
so valuable in other aspects of the dis- 
order. 

The diet in the anorexic nutritionally 
deficient patient requires some consid- 
eration, and it has been our policy to 
omit certain foods which are generally 
poorly handled, including milk, choco- 
late, shellfish, and citrus juices. This 
probably represents an acquired sensi- 
tivity rather than a true allergy, the 
basic concept in the minds of some ob- 
servers. The diet should be high in 
calories, low in roughage and irritants, 
high in protein, and given at three spe- 
cific meals rather than in small frequent 
feedings to avoid the active gastrocolic 
reflex. An attempt to make food appetiz- 
ing in appearance will often help the 
anorexic patient, especially if it is prop- 
erly served. 

Judicious use of sedatives, especially 
the barbiturates, have been of ines- 
timable value in the routine care. 
Dosage obviously will vary with the 
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degree of tolerance. Opiates should be 
avoided. Various newer relaxing drugs 
may be helpful at times but seem gen- 
erally to offer little more than time 
honored phenobarbital. Antispasmodic 
agents, especially the newer anticholin- 
ergics, have received considerable atten- 
tion, but the best that could be hoped 
for from them would be some reduction 
in bowel irritability, a moderate de- 
crease in evacuations, and thus a place 
in routine management. In some patients 
there would appear to be much greater 
effect than in others. The failure to dem- 
onstrate a more specific effect from the 
anti-vagal drugs is evidence against 
vagus nerve preponderance being a 
causative factor in the etiology of the 
disease. 

The use of sulfonamides, both absorb- 
able and non-absorbable, have not ma- 
terially affected the outcome of the usual 
recurrences and play their largest part 
in the management of complications. 
The non-absorbable group have been 
widely used, and do produce a tem- 
porary change in bacterial flora, but 
there is little or no evidence that this 
alters the disease since it is a change of 
such short duration. The newer azo 
compounds with sulfapyridine and sali- 
cylic acid have been advocated by some 
because of their affinity for connective 
tissue, but more adequately controlled 
series fail to demonstrate any superior- 
ity. The antibiotics are to be included 
in the same category as the sulfonamides 
since they too produce changes of short 
duration, and thus are to be used for 
actual or impending complications of 
colitis. They will also serve for the 
preparation of patients for surgery on 
the bowel. The well documented com- 
plication involving the bowel after use 
of the antibiotics has reached such pro- 
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portions that one should exercise great 
care in their usage of these agents, 
especially where preexisting colitis is 
present. 

Much has been written concerning use 
of detergents in ulcerative colitis, predi- 
cating their thesis on the known increase 
in lysozyme content of stools in this 
disorder. Reduction in lysozyme con- 
tent by these agents have not been asso- 
ciated with any notable results, probably 
confirming the impression that the rise 
in content is a result rather than a cause 
of the disease. Our experience is essen- 
tially the same. 

Reports concerning use of gastric and 
duodenal extracts are numerous, but 
the theory concerning the deficiency of 
an hypothetical antiproteolytic substance 
in the upper GI tract has never been 
proven. Injection of the material was 
often followed by toxic responses and 
the results were most often not impres- 
sive especially in the severely ill group. 
Little may be expected from this modal- 
ity. 

Vitamin supplements are usually in- 
dicated, and when tolerated should be 
given orally. Parenteral vitamins may 
be necessary in the severely ill group. 
The value previously specifically attrib- 
uted to the use of crude liver extract was 
probably from its vitamin content. 
There seems to be too little known about 
the place of mineral supplements in 
colitis except for iron, and the latter 
must be carefully given in these patients. 
Transfusions are used for anemia from 
blood loss, infection, and reduced in- 
take, and there would seem to be rela- 
tively little risk for the value received 
in the maintenance of adequate red cells 
and plasma proteins. The occasional use 
of plasma and serum albumin seems in- 
dicated, but care must be used, especially 
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with the complications which may arise 
from use of plasma. 

There were many reasons to suspect 
that ACTH and cortisone might be of 
value in the therapy of ulcerative colitis, 
and now sufficient time has elapsed to 
allow for critical evaluation. The ste- 


roids are apparently most effective in the 
acute inflammatory stages, particularly 
when complicated by arthritis, skin 
changes and iritis. They may serve to 
tide the acutely ill over the peak of ill- 
ness and thus avoid surgical intervention 
until a more propitious time. Their use 
is not without danger since in many in- 
stances, excessive bleeding and perfora- 
tion have been known to occur without 
the usual warning signals. The usual 
contraindications and precautions taken 
with these steroids apply here also. The 
method used in the fulminating case is 
the slow drip ACTH, after which a 
change to ACTH gel and later cortisone 
may be tried. Improvement is evidenced 
by a sense of well being, improved 
appetite, a reduction in fever, and a 
diminution in number of stools. Inter- 
esting is the apparent improvement in 
the patient with little or no change in the 
proctoscopic or x-ray appearance. The 
steroids are not curative, and should be 
used only with specific indications in the 
fulminating complicated cases where a 
temporary remission may be life saving. 

Special procedures have been advo- 
cated from time to time in poorly con- 
trolled cases, among them being so- 
called medical ileostomy in which in- 
tubation is utilized. There can then be 
either oral alimentation of a specific 
mixture, with the residue removed by 
tube before its entrance into the involved 
segment, or total parenteral alimentation 
for various periods of time. Both meas- 
ures are obviously trying to the patient 
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and have not resulted in sufficient im- 


provement to be used as standard prac- 
tice. Their occasional use may be of 
value. 

Pregnancy and ulcerative colitis is a 
debatable topic and the literature has 
certainly not clarified the subject. Colitis 
occurring for the first time in pregnancy 
is often of the fulminating variety, and 
may terminate fatally in spite of thera- 
peutic abortion. If pregnancy occurs 
during a quiescent phase, flareups are 
common and may require therapeutic 
intervention to save the life of the pa- 
tient. Our own experience with the com- 
bination has been limited but generally 
sorrowful. 

Another topic requiring a word is the 
recognition of the increasing rate of neo- 
plastic degeneration in the colon of 
patients with ulcerative colitis, especially 
where a long history is present. The 
incidence is at least four to five times 
the expected rate in the comparable age 
group and has been considered to be of 
such importance that some observers 
are advocating ileostomy and colectomy 
in patients who have had colitis for ten 
or more years. These findings are in- 
dication enough to warrant very careful 
periodic evaluation by all measures 
available. 

Surgical intervention is required for 
may of the complications of the disease. 
For the intractable case without remis- 





sion who continues a progressive down- 
hill course in spite of all measures at- 
tempted, ileostomy and _ subsequent 
colectomy would seem the only course to 
follow. Perforation, impending or ap- 
parent, requires surgery, although the 
outlook is not good in either case. Mas- 
sive hemorrhage, obstruction, malignant 
degeneration, internal fistulas, and se- 
vere perirectal complications are all 
indications for surgery, with ileostomy 
and colectomy the procedure of choice. 
Ileostomy alone is not the answer, and 
when performed, if not as a one stage 
procedure, should be followed by colec- 
tomy. 

The attempt to preserve the diseased 
rectum for subsequent anastomosis has 
not been successful because the distal 
segment will often not permit this 
surgically, and also because of the pos- 
sibility of neoplastic degeneration. Other 
attempts surgically, including vagotomy 
and pelvic neurectomy, seem of little 
value although further investigation 
would be in order. The surgical ap- 
proach appears to be on the increase in 
view of improved techniques, better 
preparation, scientific postoperative 
care, and further knowledge of ileostomy 
management. We must be cautious in 
our recommendation of surgery; on the 
other hand, it is unfair to withhold sur- 
gery until we are dealing with a mori- 
bund patient. 


Conclusion 


The ambulatory and _ hospital 
treatment seems to be based on: 
first, an accurate diagnosis of the 
extent of disease; second, an ap- 
praisal of the nutritional state; 
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third, the establishment of proper 
rapport with the patient; and 
fourth, the institution of the pro- 
gram for the individual case. 
1730 Eye Street, N.W. 
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Proctologic Examination 
in Industrial 


Medical Practice 


The medical profession, and even the 
general public to a lesser degree, have 
endorsed the periodic health examina- 
tion as a worthwhile preventive measure. 
The general practitioner and, in par- 
ticular, the industrial physician have led 
the way in periodic health examinations. 
The primary difference between these 
two groups, however, is that the general 
practitioner more often sees his patients 
upon specific complaint whereas the in- 
dustrial physician is largely concerned 
with periodic screening of so-called well 
individuals looking for the early and 
sometimes silent signs of an immature 
or potential condition. 

Our purposes are frankly related to 
the individual as a worker in addition 
to our responsibility as physicians. Cer- 
tain measurable results such as reduced 
incidence in occupational disease or in- 
juries, reduced compensation rates and 
decreased cost of production are in- 
volved; 
employee relationship, absenteeism, 


so are improved employer- 


labor turnover, and the relation of the 
plant to the local community. It has 
been established that a sound health 
program involves not only benefits to 
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the employees but financial savings to 
the employer as well. 

Our experiences with the periodic 
health examination in industry indicate 
that it does uncover disease in a good 
percentage (20% of those examined), 
especially in those over 40 years of age. 
With an aging population and the evi- 
dent necessity of utilizing the older 
worker, measures to maintain the health 
of the working man by the prevention 
of disabling disease should be a major 
consideration of the industrial physi- 
cian, the general practitioner, and the 
specialist. 

In industrial medicine, of course, we 
have a close working relationship with 
the family doctor and with the specialist. 
I would like to discuss briefly the sig- 
nificance of the general physical ex- 
amination as related to progress in the 
diagnosis and in the treatment of 
disease. 

There are actually two main types of 
general physical examinations. One is 
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the routine clinical examination given 
to the patient in private practice. The 
other is the periodic “health inventory” 
in industry which includes not only the 
general physical, but also social, neuro- 
psychiatric and occupational informa- 
tion of particular interest in the job 
situation. There is a further primary 
difference in the industrial physical ex- 
amination in that our patients are in 
apparently good health and come to us 
without signs or symptoms of disease. 
It becomes our problem to offer a med- 
ical evaluation which will be thorough 
enough to establish the presence or 
absence of pathology. Our problem is 
one of greater responsibility than even 
the general practitioner because the 
early detection of disease without the 
benefit of signs or symptoms involves a 
greater awareness and keener observa- 
tions in our detection procedures. It is 
a well-known fact that in cancer, par- 
ticularly of the lower intestinal tract, 
pain and bleeding are late symptoms. 
The industrial physician has an unusual 
opportunity to check these conditions 
prior to appearance of late symptoms 
and, in many instances, can make an 
earlier diagnosis than any other pro- 
fessional group. 

Now what has all this to do with 
proctology? A great deal, because we, 
in industrial medicine, are trying to 
establish—indicated or not, but merely 
as routine— rectal examinations on all 
individuals as part of our standard prac- 
Your field has made remarkable 
progress in developing new techniques 
for diagnosis and treatment, and every 
one of these has a bearing on the gen- 
eral practice of medicine and on the 
practice of industrial medicine at the 
point where the earliest diagnosis of 
proctologic illness is involved. This is, 


tice. 
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of course, equally true in the other 
bodily systems, but it is particularly 
appropriate here because of the growing 
store of evidence that bears on some 
fundamental problems of medicine. 
Routine proctoscopy and/or sigmoid- 
oscopy is an essential technique in the 
detection of cancer. It has been esti- 
mated that approximately 12% of all 
malignant occurring in the 
human body originate in the anus, rec- 
tum or sigmoid colon. Yeomans ob- 
served that 80% of all intestinal cancers 
were located in the rectum and recto- 
sigmoid—all readily accessible via the 


tumors 


proctoscope or sigmoidoscope. 

Because the material on cancer is now 
becoming available, I want to narrow 
our discussion to what we are finding 
out from the cancer morbidity studies 
that have been carried on since 1937 in 
10 major metropolitan areas of this 
country. As you know, the first series 
of these studies were based on data col- 
lected from 1937 and the second series 
on information gathered some 10 years 
later. 

In general, the facts are not surprising 
since they document feelings that. I am 
sure, we have all held for some time. 

First, in the city of San Francisco in 
1947, 8,000 cases of general cancer were 
diagnosed; but the evidence from these 
studies is that there were 3,000 undiag- 
nosed cases. In Chicago, the comparable 
figures were 13,000 diagnosed, 7.500 
undiagnosed. These are typical of what 
we found in the other cities. 

Secondly, almost half of the newly 
diagnosed cancers were of the digestive 
organs and the skin, and of these the 
digestive organs provided the largest 
part, running for example in San Fran- 
cisco to 27% of the newly diagnosed 
cancer. 
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If we exclude cancers of the skin, only 
40% of all cancer were still localized 
when they were diagnosed. The others 
had already spread from the primary 
site in a lesser to greater degree. 

Fourthly, of the patients diagnosed 
with localized cancer of all types, 91% 
survived the first year, while of the 
others only 30% survived 12 months. 
You can take it as a general rule of 
thumb that the chances of survival of a 
localized cancer are 3 times as great as 
those of a cancer diagnosed in a later 
stage. This is, of course, a one-year 
survival rate. 

In every case the lowest percentage 
of cancers diagnosed when they were 
still localized was in the group classified 
as’ digestive systems. Thus, in Pitts- 
burgh, of 4,380 cases of cancers diag- 
nosed in 1947, 1,344 were cancers of the 
digestive tract, and of these, 62% were 
diagnosed subsequent to metastasis. Of 
the 2,200 undiagnosed cancers esti- 
mated, we of course have no information 
on how many of these were digestive 
tract cancer. 

Here, then, are the facts with which 
we have to work, facts which concern 
you as proctologists and those of us who 
are concerned with the prevention or 
mitigation of serious or fatal illnesses. 

There are two other relevant facts 
that come out of these figures and out of 
other studies that have been made in this 
same area. 

A recent study has shown that the 
cancer death rate among surgeons is 
only 66% of the general rate. This 
would seem to indicate that surgeons act 
more promptly because the information 
they have enables them to recognize and 
act when the first signs of cancer appear. 

The other relevant fact is that since 
1936 there has been a notable decline in 





cancer mortality among white females. 
There are many complicated factors that 
account for this fact and for the fact that 
the rate of decline in this group is in- 
creasing steadily. But, one ingredient of 
this hopeful situation stands out. The 
improvement in the death rate in women 
reflects their greater readiness to seek 
and follow medical advice. Dr. Herman 
Hilleboe, New York State Health Com- 
missioner, reports that women have a 
13% lower death rate from cancer today 
than 20 years ago. A survey in upstate 
New York revealed that the cancer death 
rate among women in each age group 
over fifteen was 7 to 24% lower in the 
years 1948-1950 than it was in 1931- 
1933. The greatest decrease—24%— 
occurred in women 25 to 34 years of 
age. However, if you are a man, your 
chances of dying from cancer are 18% 
higher than in 1931-1933. 

What does all this suggest? Progress 
in the techniques of diagnoses and treat- 
ment of cancer, and especially with proc- 
tologic cancer, is more rapid than the 
improvement in our cancer mortality 
rate. The studies reported here are on 
major metropolitan areas and locations 
where diagnoses and treatment are un- 
doubtedly adequate, available, and pos- 
sibly better than in rural areas. If 
anything, as research and techniques 
continue to improve, the gap between 
what we know and what we can do about 
it is widening day by day. 

Two conclusions would seem to fol- 
low. One is that the tremendous strides 
that are being made will prove of rela- 
tively little avail unless this gap is 
closed. The point at which it would 
seem most practical to move is the 
routine physical examination, whether 
it is administered by the general physi- 
cian or by the industrial physician. 
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(Obviously, certain down-to-earth con- 
siderations are involved. How many 
tests, laboratory or clinical, are to be 
included in the routine physical check- 
up? How much time and money can be 
spent and how often should they be spent 
are major considerations. Is the patient 
willing to pay for these services? If he 
is not, can we educate him to do so in 
his own interest? ) 

One answer to this perplexing prob- 
lem can be offered in the field of indus- 
trial medicine. Certainly, in those 
industries where medical programs are 
available, we can without loss of time, 
income or energy insist upon routine 
rectal examinations. We in industrial 
medicine are primarily interested in pre- 
vention and diagnosis of disease. It is 
our objective to have our examiners 
trained in the value of routine anorectal 
examinations and, even more, to have 
firmly fixed the recognition of pathol- 
ogy. It is further our purpose that once 
pathology is recognized to refer such 
cases to the skill of the trained proc- 
tologist for definitive diagnosis and 
therapy. 

In spite of all efforts, certainly our 
problems in proctology are real ones 
and, if we listen to the papers at this 
meeting, it is apparent that these prob- 
lems will increase rather than diminish. 
Certainly, money and effort being spent 
on research—so much of which adds up 
to the importance of early diagnosis— 
is not well spent unless it is more gen- 
erally and effectively applied. 

The other problem has to do with the 
relation of the profession and the pa- 
tient. Every national health organization 
—whether it be Heart, T. B., or Cancer 
—puts out information stressing early 
diagnosis. We, as physicians admin- 
istering physical examinations routinely 
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to our patients, must weigh our respon- 
sibility to the patient who has been told 
again and again about the importance 
of early diagnosis of these chronic dis- 
eases. It is one thing to educate the 
public to watch for the early signs of 
disease, and then consult the doctor if 
he suspects anything. At some point the 
physician must weigh his responsibility 
in thoroughly checking every patient in 
a general physical exam or health in- 
ventory for as many of these signs and 
symptoms as possible. 

We feel that the average general prac- 
titioner or industrial physician has ex- 
ecuted his responsibilities only when he 
has done a thorough anorectal examina- 
tion as a periodic routine procedure and 
most certainly upon the presentation of 
symptoms. This responsibility ceases 
only when adequate and specialized con- 
sultation is sought upon the disclosure 
or suspicion of pathology. Possibly Dr. 
Charles Child summarized the situation 
best as he quotes: “In all likelihood, the 
fairest statement that can be made today 
with regard to malignant disease of the 
anus, rectum, and colon, must place the 
blame equally upon the patient and his 
physician. Only when pain or an alarm- 
ing hemorrhage appears as part of the 
symptom complex will most patients 
finally be driven to seek medical atten- 
tion. From the physician’s point of view, 
his guard is down, and the complaints 
(sometimes minor) of those harboring 
a serious rectal disease are likely to be 
passed over without being accorded 
diagnostic significance. How to deal 
successfully with this, the most difficult 
of all proctological problems, presents a 
complex task. The patient may be edu- 
cated to seek advice shortly after the 
onset of his symptoms, and the doctor 
may be educated to a point where he is 
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constantly aware of the potential sig- 
nificance of these symptoms. But, not 
until the individual doctor will see to it 
that such patients have a thorough proc- 
tological examination performed, either 
by himself or a specialist, will the prob- 
lem be entirely answered. It matters 
little how cognizant a physician may be 
of the importance of complete anorectal 
examinations; if he doesn’t do it himself 
or have it done, he is all but guilty of 
gross negligence.” 

Only by facing these problems square- 
ly can the gap between research and 
reality be closed. 

Only by closing this gap can we 
cement the relationship between doctor 
and patient that is the backbone of our 
system of medicine. 

I think the International Academy of 
Proctology is to be congratulated for its 
efforts to bring the knowledge of this 


research not only to the specialists in 
the field, but to the general practitioner 
and to the public. Meetings such as this 
one are certainly one answer to the 
problems I have posed. 

I am sure that the Academy realizes 
the tremendous opportunity available in 
the field of industrial medicine as prob- 
ably the first bulwark in the early detec- 
tion of anorectal conditions. We, who 
are working in the field, would welcome 
and look forward to your cooperation, 
guidance, and assistance in emphasizing 
the role that the industrial physician can 
play in this problem of early disease de- 
tection. We invite you to participate 
actively in our endeavors to make rou- 
tine anorectal examinations and the 
early referral of conditions to the proc- 
tologist for his skiil, care and manage- 
ment. 

1740 Broadway 





Eighth Annual Convention 


Plan now to attend the 8th Annual 
Teaching Seminar of the International 
Academy of Proctology at The Drake, 
Chicago, Illinois, April 23 to 26, 1956. 
The International, National, and Local 
Program Committees are planning an 
unusual seminar on anorectal and colon 
surgery. There will be special emphasis 
on anorectal presentations, and on panel 
discussions, as requested by those who 
attended the New York meeting in 1955. 

Eminent speakers from all parts of 
this country and abroad will present 
interesting papers and motion picture 
demonstrations of their personal tech- 
niques. Mexico is expected to be very 
well represented at this meeting. 
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The Delegates and Trustees, and their 
wives, are coridally invited to cocktails 
and dinner on Sunday evening, April 
22, 1955, the evening before the official 
opening of the scientific activities of the 
convention. Both members and _ non- 
members plan to attend the Wednesday 
night, April 25th Banquet. 

The Women’s Auxiliary has planned a 
very unusual program for the wives of 
the members and their guests. 

Please remember that all physicians 
and their wives are cordially invited to 
attend the Annual Teaching Seminars 
of the International Academy of Proc- 
tology, whether or not they are affiliated 
with the Academy. There is no fee for 
attendance at these teaching sessions of 
the Academy. 
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EDUCATION—SPEARHEAD OF PROGRESS 


Brilliant advances in medicine during the comparatively brief period of the 
past fifty years have been made possible by intensive dissemination of knowledge 
and skills at the professional level. And, as we all know, the impact of this 
spread of information has been instrumental in changing every aspect of life. 


As in general education, old ways of teaching, the strait jacket of old-fashioned 
pedagogy, have given way to methods which aim at the development of poten- 
tialities in the individual, and have as their goal, in addition, the stimulation of 
creative, independent thinking. Learning, in the medical field certainly, has 
become a long-term proposition, a discipline and habit, continuing long after 
formal schooling ends. 

Not so long ago, the physician could act pretty much as a single, self-sufficient 
organism. Now, however, as Carl Binger remarks, “he has gone through a kind 
of metamorphosis. What is called in cellular biology a process of maturation has 
taken place, a growth by division and multiplication, a differentiation, as in a 
biological organism, resulting in the development of specialized sense organs 
(the x-ray, for example) and specialized skills.” And with this development has 
come an increasing awareness of responsibilities, not only to patients, but to 
fellow physicians—an awareness that is close to a feeling of obligation to share 
knowledge as it increases. Consequently, specialist groups tend less to be solely 
honor societies which recognize achievement (in a kind of self-congratulatory 
closed-circuit system) and more, especially the advanced ones, to be open- 
circuit, intent on raising pr ‘fessional standards, and widening understanding. 

Such an organization is the International Academy of Proctology, and the 
groups which are related to it—the International Board of Proctology, the 
American College of Proctology and the Intestinal Research Institute. 


It is not enough, however, to have a sense of responsibility and acknowledge 
a lofty goal. There must be implementation of purpose, an actual march of 
events if ideals are to take on reality. The first, and still a major, expression of 
this among the members of the Academy is The American Journal of Proctology, 
the only authoritative official international medium. Its value as a teaching 
vehicle has been cited again and again, and this value has become even greater 
through the establishment of a postgraduate teaching fund which now brings 
the Journal into 750 important hospital libraries across the world. Thanks to this 
fund, interns, residents and hospital attending staffs in all major hospitals now 
have within their reach a continuing postgraduate course in colo-proctology. 





The Academy’s Bulletin, too, reaches a wide audience with proctologic infor- 
mation and news. 


The provision of Fellowships and Research Grants in proctology also play 
their part: 
. . . two Research Fellowship studies in progress in two different institutions. 


. .. grants, such as the grant to the Albert Einstein College of Medicine in 
New York City, the first $1,000 of which is being used to develop a pathological 
proctologic tissue slide library for teaching purposes. 


... establishment of a Chair in Proctology at the Seton Hall College of Medi- 
cine in New Jersey to make it possible to learn from eminent visiting proctolo- 
gists of every country. 


. seminars and meetings held by Chapters of the Academy (and, most 
importantly, open to all local physicians, house officers and medical students ) 
such as the recent Seminar held by the Massachusetts Chapter, to provide 
up-to-date information on all aspects of the specialty. 


... annual Certificate of Merit awards and cash prize for the best unpublished 
contribution on proctology or allied subjects, with subsequent publication in 
The American Journal of Proctology. 


. . and, finally, the Annual Teaching Seminar, offering to all physicians who 
may wish to attend a complete program without charge. These annual meetings 
include a rich variety of motion picture presentations covering the field of proc- 
tology in detail, from highly specialized surgery to techniques which may be 
utilized by the general practitioner in his own hospital or office. Information on 
ambulatory techniques always forms part of the program. 


The membership policies of the Academy also reflect our strong bias in favor 
of education. While candidates for the rank of Fellow are expected to meet 
stringent standards and exhibit high qualifications, GP’s and General Surgeons 
who handle proctologic problems as part of their practice, or who are particu- 
larly interested in this aspect of medicine, are welcomed as Affiliate Fellows. 
Study, practice and further certification can make it possible for the Affiliate 
Fellow to advance to Associate Fellowship and, at last, to Fellowship. Thus, 
opportunities for learning, training and development in colo-proctology are 
made available in a way that is unique, so far as we know, among comparable 
organizations. 


Two years ago our secretary summed up the philosophy which stimulates our 
educational activities by saying, “I . . . see our monuments perpetuated in the 
hearts and minds of men, in the teaching of the physician and in the healing of 
the sick.” To this I can only add, “What finer remembrance could we have? 
What greater contribution could we make?” 


Louis S. Wegryn, M.D. 
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The Problem of 
Roentgenological 
Examination 
of the Colon* 


The proctologist and the radiologist 
are the principal components of the team 
which is constantly trying to find and 
treat colon disease in the earliest phases 
possible. Such will be the theme of the 
discussion of roentgenological problems 
in colon examinations. 

The principal problem to the roent- 
genologist is the detection of the small 
pre-cancerous adenomatous polyp. 
Growths of one centimeter and more in 
size can usually be discovered by so- 
called “survey methods” of examination. 
Lesions smaller than ten millimeters are 
quite troublesome to demonstrate, par- 
ticularly in the tortuous sigmoid where 
they are relatively common. Several 
variations of the standard barium enema 
have emerged in recent years all of 
which are aimed at improving the acuity 
of this examination for smaller filling 
defects. One of these will be detailed 
later. 

The initial step is the establishment of 
the proper order of procedure. Some- 
how the physician referring the patient 
for colon examination must be con- 
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vinced that proctological study is the 
first order of business. Sixty-five to 
seventy percent of all colon lesions are 
discoverable by direct inspection.” 
Stearns‘ has stated that 95% of all 
polyps are detected by sigmoidoscopy in 
their program at the Strang Cancer De- 
tection Clinic. Our feeling is that these 
figures can be altered to some extent by 
more aggressive roentgenological stud- 
ies. He goes on in the same article to 
lay down quite sound criteria for radio- 
graphic examination of the colon. These 
are seven in number: 
1. Definite bowel 
plained by the sigmoidoscopic find- 
ings. 
2. Incomplete sigmoidoscopic exam- 
ination. 
3.The demonstration of a polyp by 
sigmoidoscopy. 


symptoms unex- 


* Presented at the Seventh Annual Teaching 
Seminar of the International Academy of Proc- 
tology, New York City, March 26, 1955. 

** From The Radiological Clinic of Drs. 
Groover, Christie and Merritt, Washington, 
D. C., Associate head of Department of Radi- 
ology, Doctors Hospital, Washington, D. C. 
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4. The presence of flecks of blood or 
bloody mucus proximal to the mid- 
rectum on sigmoidoscopy. 

5. Unexplained anemia or occult 

blood in a meat-free stool. 

6. The family history of gastro-intes- 
tinal cancer. 

7. The question by the patient if the 
doctor is sure that the patient does 
not have anything wrong above 
where he can see. 

As a final quotation from Stearns he 
points out that in a series of cases where 
they explored trans-abdominally after 
finding polyps by sigmoidoscopy, addi- 
tional polyps were found in forty-seven 
percent of the cases and in those on 
whom resections for cancer had been 
done, they found polyps beyond the seg- 
ment removed in fifty-four percent. 
More on this later. 

Secondly, the spacing of these pro- 





cedures becomes important. In our ex- 
perience they cannot be successfully or 
even safely conducted the same day. To 
depart from this rule invites inaccuracy 
and quite possibly disaster. 

As a result of progressive refinements 
of the roentgenological examination of 
the colon, preparation of the bowel is a 
major hurdle. We have reached a point 
where we hope to recognize lesions as 
small as four or five millimeters in 
diameter. This 
cleansing of the bowel as the patient’s 
condition permits. Individualization is 


means as meticulous 


implicit in this step. Consultation as to 
preparation, if any, and as to the ex- 
amination procedure (which is the next 
problem) is in the patient’s best interest. 

Stubborn adherence to a single meth- 
od of roentgenological examination of 
the colon for all cases may deprive cer- 
tain patients of the searching study they 
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Fig. 2.—Filling defect and displace- 
ment of cecum by periappendiceal ab- 
scess. 
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Fig. 1.—Extreme loss of elasticity and 
scarring of chronic ulcerative colitis. 














Fig. 3.—Post-evacuation appearance 
after barium enema with tannic acid 


added, 


Fig. 4.—Prone position with head low- 
ered by 1I0-15 degrees often enables 
the patient to accept the enema more 
easily. 


‘ 
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deserve or cause needless suffering to 
others. 

The roentgenological examiner who 
essays to examine the colon must develop 
a fluoroscopic competence to permit the 
detection of filling defects during the 
instillation of the enema,* to make pos- 
sible the individual spot films of elusive 
lesions, and as a safeguard against oc- 
casional extravasation through abnormal 
openings in the bowel. 

Many colon examinations require 
repetition, sometimes two and three re- 
peat procedures. It is only reasonable 
that the presence of a single polyp be 
truly confirmed before trans-abdominal 
surgery is undertaken. Apprehensive 
patients need reassurance at such times. 

Finally, there should be the joint 
study of the patient’s situation before 
major surgery. The radiologist should 
hold himself available for consultation 
with the surgeon for localization and 
description of lesions, frequently in the 
operating room with exploration under 
way. 
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Fig. 5.—Positioning for left lateral decubitus film. 


Where there is good liaison between 
the proctologist and the roentgenologisi, 
the latter is happy to be relieved of the 
responsibility for the rectum and for as 
much of the sigmoid as the proctologist 
can well visualize. There are too many 
pitfalls into which the radiologist can 
misstep with his indirect method of ex- 
amination for him to strain over those 
areas which can and should be observed 
directly. He claims no accuracy beyond 
the distal sigmoid. 

So, the radiologist takes over where 
the proctologist leaves off. There is in- 
terdependence in the areas which are 
scanned. A polyp bobbing about in the 
tip of the sigmoidoscope may later be 
shown to be pedunculated and based 
several centimeters farther up the bowel 
on barium enema examination. The 
finding of a papilloma in the rectum 
starts the intensive search for others 
throughout the remainder of the colon 
because of the increased incidence of 
more of the same when one is discov- 


ered. Great benefit accrues to both ex- 
aminers, and ultimately to the patient, 
if the proctoscopic or sigmoidoscopic 
findings are made available to the roent- 
genologist. Conversely, nothing will 
worry him more than the patient with 
a history of rectal bleeding who adds, on 
further questioning, that no endoscopic 
procedure has been carried out before 
the barium enema was requested. Un- 
fortunately, many of these patients con- 
tinue to arrive at the laboratory of the 
average radiologist. 
through a fairly rigorous procedure they 
feel badly abused if the preparation is 
For this reason 


Having gone 


completely wasted. 
many of these examinations are per- 
formed with this handicap. 

Proctologic procedures and the bari- 
um enema should be spaced apart, de- 
pending upon what is done during 
instrumentation from below. In our 
experience there is little use attempting 
a satisfactory enema within twenty-four 
hours of sigmoidoscopy, and such a pro- 
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gram carries considerable risk to the 
patient. Even after an interval of some 
hours obstructive amounts of air may 
still be trapped in the bowel. Where 
time is of extreme importance, however, 
it is feasible to perform the diagnostic 
enema the morning after sigmoidoscopy 
provided the colon has been thoroughly 
purged initially and the patient remains 
on clear liquids in the interval. An 
almost sure road to disaster is the per- 
formance of barium enema examination 
within several days of biopsy, snare and 
fulguration operations. Barium extrava- 
sates easily through such sites and, if 
this occurs intra-peritoneally, a fatal out- 
come may quickly follow. This material 
which seems so bland when confined to 
the gut becomes highly irritant to the 
peritoneum. An interval of at least a 
week between such instrumentation of 
the rectum and barium enema is recom- 
mended. 

Nothing would be more pleasing than 
to be able to announce a more palatable 
substitute for castor .oil. Unfortunately 





this is not the case, and it remains un- 
equaled for preparatory cleansing of the 
colon for barium enema examination. 
So exacting have the standards for this 
procedure become, however, that the 
simple administration of one and one- 
half to two ounces of castor oil is no 
longer sufficient. Our routine calls for 
the patient to be placed upon an abso- 
lutely clear liquid diet for thirty-six 
hours before examination. The castor 
oil is administered at mid-afternoon the 
day before, and the majority of them 
arrive for their barium enemas with 
clean and relatively dry colons. 

Before any preparation is undertaken 
consideration should be given to what 
might be determinable by preliminary 
abdominal film. Evidence of intestinal 
obstruction and of foreign bodies are 
discoverable by such procedure. Such 
evidence may be invaluable in determin- 
ing further course of action. The prepa- 
ration should be modified for the badly 
diseased bowel. The tortured colon of 
chronic ulcerative colitis should not be 


Fig. 6.—Positioning for right lateral decubitus film. 
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subjected to the full routine and this 
could be easily determined by prelimi- 
nary proctoscopy. 

Having prepared the patient by what- 
ever routine is elected, the decision must 
be made as to the type of examination 
to be performed. Plain USP barium 
suspended in water is the blandest and 
most easily tolerated if given slowly and 
warmed.’ This will demonstrate many 
conditions such as the case of ulcerative 
colitis (Fig. 1) and _peri-appendiceal 
abscess and other displacements of the 
bowel (Fig. 2). 

Many conditions, however, will re- 
main obscured by the amount of plain 
barium which will be retained in the 
colon after evacuation. The addition of 
a small percentage of an astringent such 
as tannic acid will cause a mild gener- 
alized contraction of the entire colon. 
This results in an even distribution of 
barium over most of the colon, although 





Fig. 7.—Left lateral decubitus film of 
air contrast enema. 
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Fig. 8.—Right lateral decubitus film 
of air contrast enema. 


again some tends to be trapped in the 
ceco-colic area (Fig. 3). This consti- 
tutes an extremely valuable survey ex- 
amination and will detect most lesions 
in excess of one centimeter in diameter. 
Further, it will accurately locate the 
position of any such lesions for surgical 
approach, since this is approximately the 
condition of the bowel at the time of 
operation. Two disadvantages are that 
it will aggravate the tortuosity of the 
sigmoid, and the astringent used is 
antagonistic to dilatation of the bowel 
for air contrast if this procedure follows. 

For the past year we have used a 
variation of the barium air contrast 
enema which was described by a Cali- 
fornia group two or three years ago. 
This is, however, used in selective cases 
only because of its time-consuming 


nature. Having prepared the patient 
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carefully with clear liquids and vigorous 
catharsis, up to 800 cc of a barium 
preparation which remains in suspension. 
longer than USP powder, is introduced. 
It may not be generally known that the 
prone position (Fig. 4) is a comfortable 
position in which to take an enema for 
most patients. Notice that in addition 
to the prone position the head is lowered 
by fifteen to twenty degrees. Further, it 
allows the relatively small enema used in 
this method to outline the colon to a 
point well past the hepatic flexure. After 
the enema has been propelled to the de- 
sired point, the patient is turned over for 
palpation and spot filming of any areas 
where these are indicated. 

Upon completion of this phase, the 
patient is allowed to expel part of the 
barium, and _ usually spontaneously 
clears the rectosigmoid of excess enema. 
Air is then introduced until the cecum 


Fig. 9.—Antero-posterior film of air 
contrast enema. 
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Fig. 10.—Air contrast film with mini- 
mal residual barium demonstrating 
multiple polyps in the transverse and 
sigmoid portions lightly coated with 
barium. 


is seen to dilate smoothly under fluoro- 
scopic control. Eight or ten squeezes of 
the bulb from a blood pressure cuff usu- 
ally accomplishes this. This can be 
varied by instilling less barium and fore- 
ing it the remainder of the distance by 
air pressure without evacuation. Roent- 
genograms are taken in the left and right 
lateral decubitus positions (Figs. 5 and 
6), followed by antero-posterior and 
postero-anterior films, four in all. These 
produce films such as shown in Figs. 7, 
8 and 9. Note that particularly in the 
decubitus films there is reasonable ex- 
pectation of seeing first one-half and 
then the other half of the bowel cleared 
of any loose fecal material. 

It is thus that we hope to visualize 
lesions of four to five millimeter size. 
Before one could be at all positive of the 
presence of such a small growth, the 
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entire procedure would have to be re- 
peated at least once. As stated previous- 
ly, this is not suggested as a routine 
examination. It is, however, offered for 
consideration under Stearns’ criteria as 
outlined previously, particularly if other 
methods fail to clear the colon of doubt. 

An illustration of how polyps of vari- 
ous sizes can be demonstrated is shown 


in Fig. 10. Admittedly these are not the 
small growths which we are attempting 
to visualize. Some of its value may be- 


however, when it is 


pointed out that a small polyp adjacent 


come evident, 


to the large one in the right transverse 
segment, and a small one in the sigmoid 
as well, had been missed by a previous 
method. 


Summary 


There is no easy infallible meth- 
od to examine the colon. Lesions 
are identified only after a great deal 
of hard work, calling for coopera- 
tion of the patient and the surgeon. 
The enlightened radiologist invites 
all the help the proctologist can 
afford. In turn, he hopes, within the 


limitations of his modality, to help 
control disease of the gastro-in- 
testinal tract, and to sharpen the 
accuracy of that modality to the 
greatest possible extent. Frequently 
it is the second, and not infre- 
quently the third look, that rings 
the bell. 
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Audio-Visual Kit Available 

The University of Utah College of 
Medicine, Division of Graduate and 
Postgraduate Medical Education, an- 
nounces its seminar kit No. 8, “The 
Diagnosis and Treatment of Common 
Proctologic Lesions” by H. R. Reich- 
man, M.D., Clinical Professor of Sur- 
gery of the University of Utah School 
of Medicine. 

This Audio-Visual seminar kit pre- 
sents a number of slides illustrating the 
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technic of sigmoidoscopy and_ the 
appearance of common proctologic le- 
sions, a slide projector-viewer, a printed 
lecture, and long playing records pre- 
senting the same lecture by Dr. Reich- 
man. 

The kit is available with no charge 
other than the postage to any interested 
physician or group, upon application to 
the University of Utah College of Medi- 


cine, Division of Graduate and Post- 
graduate Medical Education. 
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Colo-Proctologic 


Resections 


The Present Value of Closed, Aseptic, Instrument In- 
testinal Anastomosis in Emergency, Non-Prepared, 


Colo-Proctologic Resolutions 


Today, I wish to present for your 
brief consideration a report covering 
the past five years, detailing our ex- 
periences with a group of patients that 
required immediate colo-proctologic re- 
sections, and in whom there was no 
time that could be safely spent in their 
proper preoperative preparation. I shall 
not give the list of pathologic entities 
comprising this group, nor shall I de- 
bate with you just why the operating 
surgeon decided to perform an imme- 
diate colo-proctologic resection without 
using today’s accepted standards for 
adequate and proper preoperative prep- 
aration. These criteria for safely pre- 
paring a given patient for colo-proc- 
tologic surgery are well known to us 
all and have been crystallized by the 
work on many investigators, * 77:70 11) 14 
There is nearly universal agreement 
among all surgeons that the great ma- 
jority of patients suffering from colo- 
proctologic disease entities can be safe- 
ly postponed until adequate preopera- 
tive preparation of the patient has 
reached an optimum point and steriliza- 
tion of the lumen of the entire gastro- 
intestinal tract has been completed. 
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DONALD C. COLLINS, M.D.* 
Hollywood, California 


The group of patients that I am dis- 
cussing with you today represent five 
years’ experience in two large hospitals 
in Los Angeles. In this group of grave 
risk patients, with no preoperative prep- 
eration, the question arose as to whether 
their colo-proctologic resections should 
be performed by open or by closed 
aseptic methods. We wondered if all 
of the lessons that we older surgeons 
had learned by bitter experience in the 
days before the advent of sulfonamides 
and antibiotics, could now be relegated 
to the “ash-can”, as some of our younger 
members of the surgical staffs main- 
tained. Would postoperative antibiotic 
therapy permit one to perform open 
colo-proctologic resections on the emer- 
gency, non-prepared patient? Some of 
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Hospital, Los Angeles, California. 

Presented at the Seventh Annual Teaching 
Seminar of The International Academy of 
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us sincerely doubted that antibiotics 
postoperatively would allow the surgeon 
to grossly contaminate the peritoneum 
while performing a resection. With 
these and many other questions in our 
minds that required urgent answers, we 
undertook this study to obtain a few 
badly needed answers. 

My interest in the question dates back 
to 1923 when I illustrated an article of 
my father’s on aseptic intestinal resec- 
tion and: anastomosis.‘ Fifteen years 
later, I assisted my father again on a 
followup of patients treated by closed, 


aseptic methods of intestinal anasto- 
mosis.” 
Over the years many investigators 


have believed that closed, aseptic-tech- 
nic in intestinal anastomosis, particu- 
larly in the unprepared bowel lumen, 
was to be preferred.*: * *: ® ® 15.15 Dur- 
ing the passing of the years, many re- 
finements in operative technic have been 





» 3, 5, 6, 7, 8, 9, 10, » 12, 3 15 
made *: 3: 5: 6: 7 9, 10, 11, 12, 14, 15 


that 
have materially reduced operative mor- 
tality and postoperative morbidity. 

For purposes of brevity as well as 
clarity, the essential data of this study 
has been summarized into Charts I and 
I. 

It is believed that the results ob- 
tained are self-explanatory and need no 
further comment. It is admitted that 
probably this data does not comprise a 
large enough series of cases from which 
to draw definite conclusions. 
it does appear that indications are 


However. 


present definitely favoring some ac- 
cepted aseptic, closed, instrument type 
of intestinal resection and anastomosis 
when one is forced to operate under 
these unusual circumstances of no pre- 
operative preparation of the patient and 
a non-sterile bowel lumen and contents. 
In passing, it may be stated that the 
open anastomosed cases usually re- 


Chart | 


SUMMARY OF COMPLICATIONS AND MORTALITY 
(1/1/50 to 12/31/54) 





OPEN METHOD 





CLOSED ASEPTIC METHOD 














Complica- Complica- 

Operative- No.of — Mortality tions, No. No.of Mortality _ tions, No. 
Procedure Ops. Per Cent No. of Died Ops. PerCent No.of Died 
lleo-Transverse 

Colostomy 100 12.0 131 12 100 4.0 43 4 
Colo- 

Colostomy 275 18.2 268 50 100 8.0 58 8 
Colo- 

Proctostomy 100 14.0 132 14 40 7.5 46 3 
Procto- 

Proctostomy 25 12.0 49 3 0 0.0 0 0 

( NOTE:—Not Counted in Summary) 
TOTALS 475 15.99 531 76 240 6.25 147 15 








TOTAL CASES STUDIED:—715 with 91 Deaths, or a Mortality Percentage of 12.73%. 
475 or 66.43 Per Cent were Anastomosed by Open Methods with 15.99% Mortality. 
240 or 33.66 Per Cent were Anastomosed by Aseptic Methods:—6.25% Mortality. 
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Chart Il 
COMPLICATIONS COMPARED TO METHOD OF ANASTOMOSIS 




















OPEN METHOD CLOSED METHOD 
POST-OPERATIVE NUMBER NUMBER 
COMPLICATIONS NUMBER DIED NUMBER DIED 
Peritonitis 96 30 380 7 
Fecal Fistula _ 37 7 7 ae 
Mesenteric Thrombosis lo = i 3 
Pneumonia 64 13 2I 2 
Pulmonary Embolim —«*I'S 8 5 2 
Phlebo-Thrombosis 64 3 . 18 0 
Myocarditis 19 | I 0 
Infected Wounds 112 | 18 0 
Fever over 101° F, after 
2nd P. Op. Day 114 7 25 — 
TOTALS 531 76 147 15 
ceived much more sulfonamides and the closed, aseptic anastomotic in- 
antibiotic therapy postoperatively than _ stances. 
Conclusions 


1. 715 instances of colo-procto- 
logic resections and anastomoses 
were encountered in a five year 
period in Los Angeles in two of its 
leading hospitals. All of these 
patients were so gravely ill that it 
was decided to be inadvisable to 
delay operation for adequate pre- 
operative preparations of both the 
patient and the gastrointestinal 
tract. 

2. 66.43 per cent were resected 
and reanastomosed by open meth- 
ods, with nearly three times the 
mortality and three and one-half 
times the post operative morbidity 
of the remaining instances that 
were resected and anastomosed by 
closed, aseptic, instrument-type pro- 
cedures. 
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3. It is readily admitted that the 
number of cases studied in this 
report are probably too small from 
which to draw final conclusions. 
However, this study appears to in- 
dicate that closed aseptic technics 
are far safer to employ in the non 
preoperatively prepared patient, in 
whom the decision is made that it is 
unsafe to delay further while ade- 
quate preoperative measures are 
taken to allow that individual to 
reach an optimium safe level with 


a sterilized gastrointestinal tract 
and luminal contents. 
4. Further, the evidence ob- 


tained from this study seems to in- 
dicate that postoperative sulfona- 
mides and antibiotics can not undo 
the damage caused by contamina- 
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tion of the peritoneum when em- 
ploying an open technic of colo- 





proctologic resection and anasto- 
mosis, under these conditions. 
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POSTGRADUATE CONTINUATION COURSES FOR PROCTOLOGISTS 





Title of Course Location of Course 


Jewish Hospital, Brook- 
lyn, N.Y. 


Proctology 


New York Polyclinic 
Medical School and 
Hospital, 345 W. 50th 
Street, New York 19 


Proctology, Gas- 
troenterology, 
Operative Proc- 
tology (Cadaver) 


Clinical Proctology New York Polyclinic 
and Gastro- Medical School and 
enterology Hospital, 345 W. 50th 

Street, New York 19 


Cook County Gradu- 
ate School of Medi- 
cine, 707 S. Wood 
St., Chicago 12 


Proctoscopy and 
Sigmoidoscopy 


Methods of Instruction Starting Date Dollars 


Clinical Case Work 4/56 40 
Lecture or Panel 


Laboretory work 4/2/56 200 
Clinical Case Work 6 wk. 
Ladewrationy Work 4/2/56 100 
Clinical Case Work 6 wk. 
Clinical’ Coss Work 4/17/56 50 


Operative Surgery 


Fee In 


|; 2 hr. twice 
weekly for 6 wk. 
Mondays, Fridays 


3 hr. weekly for 
3 wk. Tuesdays 
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A CMS . «+ Mark of Quality in 
INSTRUMENTS for the PROCTOLOGIST 


American Cystoscope Makers, Inc. are 
pioneers in the development of instru- 
ments of outstanding design that provide 
illuminated telescopic vision for procto- 
logic examination and surgery. The 
A.C.M.I. mark on these instruments and 
accessories is the physician’s assurance 
of expert professional design, highest 
quality materials, and skilled workman- 
ship of the most meticulous precision. 
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See these outstanding instruments at your dealers 
or write for information. 


FREDERICK J. WALLACE, President 


American (ystoscope Makers, Inc. 
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Therapeutic Abstracts 





ABSTRACT STAFF 
Carroll J. Bellis, M.S., Ph.D., M.D. 


Alfred Solow, M.D. 
Francis S. Adams, M.D. 
Norman |. Albert, M.D. 
C. H. Benage, M.D. 

A. H. Borgerson, M.D. 
Nathan Brody, M.D. 


Donald C. Collins, M.D. 
Virgil O. Fish, M.D. 
Jerome Forman, M.D. 
Paul Lahvis, M.D. 

John J. Lorentz, M.D. 


Caesar Portes, M.D. 


Moorman O. 
Robertson, M.D. 


Joseph Sapienza, M.D. 
Pau! B. Van Dyke, M.D. 


Sydney E. 
Weintraub, M.D. 





Proctosigmoidoscopy as a Routine 
Procedure 


WICKMAN, W., and LAMPHIER, T. A.: 
Journal International College of Surgeons 
XXIV: 89-96 (July) 1955. 

The authors emphasize the need for 
more frequent sigmoidoscope proce- 
dures, especially in the age group of 40 
and over, noting that cancer of the 
colon is the fourth most frequent tumor 
in women and second only to cancer of 
the stomach in men. 75% of all carci- 
nomas of the large bowel are within 
reach of the sigmoidoscope. General 
practitioners are urged to perfect the 
technique of sigmoidoscopy and carry 
it out as part of a complete physical. 

The techniques of preparation, posi- 
tion, draping and procedure for passing 
the sigmoidoscope are described. Rou- 
tine use of sigmoidoscopy prior to _ba- 
rium enema is emphasized, noting that 
the bony pelvis overlying the terminal 
15 cm. of the bowel prevents close in- 
spection radiologically in this area. 

Reference is made to the work of 
Swinton and Hare of 150 patients; 
polyps were observed by sigmoidoscope 
in 15 cases, but could be demonstrated 
by x-ray in only 5. 

Reference is made to Bacon’s series 


of 29 cases of adenomatous polyps in 
children; 21 of these were seen by sig- 
moidoscope and only 8 were disclosed 
by barium enema. 

The authors emphasized the need for 
routine sigmoidoscopy prior to hemor- 
rhoidectomy and as an aid in exploring 
the cause of pelvic and low back pain. 

Reference is made to the aspirating 
apparatus of Dr. Neil Swinton as an aid 
in sigmoidoscopy. 


Hyaluronidase with Local 
Anesthesia in Ano Rectal Surgery 


SCHNEIDER, HENRY C.: 
American Journal of Surgery 
Vol. 88, 703-706 (Nov. 1) 1954. 

The author describes a technique of 
local anesthesia in ano-rectal surgery 
adding hyaluronidase to the anesthetic 
solution to facilitate peri-anal infiltra- 
tion. Comment is made on the non-toxic 
aspect of hyaluronidase and the work 
of Kirby and Liaby showing that addi- 
tion of the enzyme to anesthetic solu- 
tion increased the area of anesthetized 
skin by 40%. A series of 357 proctologic 
cases are reported by the author, who 
were operated upon under local anes- 
thesia produced by infiltration with a 
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now available... forms of 


MYCOSTATIN 


SQUIBB NYSTATIN 


the first safe antifungal antibiotic 


VAGINAL 
TABLETS 





highly effective 

in vaginal moniliasis 
Each vaginal tablet 

contains 100,000 units of 


Mycostatin and 0.95 Gm. 
of lactose. Packages of 15. 










highly effective in 
monilial infections 
_of the skin OINTMENT 
100,000 units of Mycostatin 
per gram. 30 Gm. tubes. 









highly effective in 
intestinal moniliasis; 
sometimes effective 
in generalized 
(systemic) moniliasis 
Each tablet contains 


500,000 units of Mycostatin. 
Bottles of 12 and 100. 





ORAL 
TABLETS . 





Also available: broad spec- 
trum antibacterial therapy 
plus prophylaxis against 
monilial superinfection 


MYSTECLIN CAPSULES SQUIBB 
250 mg. Steclin (Squibb 
Tetracycline) Hydrochloride 
and 250,000 units Myco- 
statin. Bottles of 12 and 100. *mYCOSTATIN’®, ‘MYSTECLIN’ AND “STECLIN’ ARE SQUIBB TRADEMARKS 








PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 





<> ‘TABLOID’ ‘EMPIRIN’ COMPOUND® 
Acetophenetidin gr. 24%, Acetylsalicylic 
Acid gr. 342, Caffeine gr. 2 
= ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. ¥%, No. 1 (Nn) 


Se ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. %, No. 2 (Nn) 


=. TABLOID’ ‘EMPIRIN’ COMPOUND 


with CODEINE PHOSPHATE gr. 2, No. 3 (Nn) 
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jo. ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 1, No. 4 cn) 
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& BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N. Y, 


‘solution containing procaine, epineph- 
‘rine and hyaluronidase; contraindica- 
tions are, active suppurative disease and 
| severe hypertension. 

The technique for the procedure 1s 
described in detail in addition to a de- 
'scription of a curved needle which the 
author devised to eliminate the need of 
|multiple puncture during local infiltra- 
tion for ano-rectal surgery. Analgesia 
produced equalled the effects of anes- 
thetics administered by spinal or caudal 
routes, Analgesia lasted 2-4 hours after 
operation. Where edema was present, 
hyaluronidase caused it to disappear 30 
seconds after injection. This allowed for 
earlier operation in patients with hem- 
orrhoidal prolapse and edema. One 
subcutaneous abscess was reported in 
the series. 


The Surgical Treatment 
of Pilonidal Disease 
ZIMMERMAN, KARL: 
Journal International College of Surgeons 
XXIV:104-107 (July) 1955. 

The author describes a procedure for 
handling pilonidal disease arrived at 
after extensive experience in the Mili- 
tary Service. He calls attention to two 
principles: 

1. The cyst is lined with stratified 
squamous epithelium, and if the top is 
removed, the cyst wall will join with the 
epithelium of the skin. 

2. If non-absorbable sutures are used 
in repair and the wound becomes in- 
fected, it will not heal until sutures are 
removed. Based on these principles, the 





/author unroofed a series of pilonidal 
| cysts, 


The procedure described consists of 
probing cyst openings under anesthesia 
and incising overlying tissue. Cysts and 
sinuses are wiped clean. Cyst lining is 











explored for sinus tracts. Bleeding is 
controlled with clamps; no ties used. A 
piece of gauze saturated with 1:5000 
epinephrine solution is placed in the 
wound after operation and covered with 
a pressure dressing. After 6 hours, pres- 
sure dressing is removed. Wet dressing 
of boric acid or saline solution is placed 
over the gauze. The next day the epin- 
ephrine pack is removed and wet dress- 
ings continued. Patient is discharged on | 
second post-operation day, if no bleed- | 
ing. He returns for daily dressings, and | 
wet dressings are continued at home. 

The author’s method has been used 
in over 500 cases with less than 2% 
known recurrence. Since the method is 
contrary to the accepted principle of re- 
moving all pilonidal cyst linings, he 
presents pictures of the surgical proce- 
dure and results. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


YEAR BOOK OF MEDICINE—1955-1956 Series. 
Edited by Paul B. Beeson, M.D., Car! Musch- 
enheim, M.D., William B. Castle, M.D., 
Tinsley R. Harrison, M.D., Franz J. Ingel- 
finger, M.D., Philip K. Bondy, M.D, The Year 
Book Publishers, Inc., Chicago, Ill., 1955, 121 
figures, 711 pages. Price $6.00. 


The latest Year Book of Medicine con- 
tinues to uphold the tradition of this classi- 
cal series. It is very well edited, and covers 
a very wide range of material. 

The proctologist will find much of interest, 
particularly in the sections on infections, and 
on the digestive system. 


ANATOMY AND SURGERY OF HERNIA by 
Leo M. Zimmerman, M.D., Professor of Sur- 
gery and Co-Chairman of the Department 
of Surgery, Chicago Medical School; At- 
tending Surgeon, Michael Reese, Cook 
county and Chicago Memorial Hospitals and 
Barry J. Anson, Ph.D. (Med. Sc.), Professor 
of Anatomy, Northwestern University Medi- 
cal School; Member of Attending Staff, 
Passavant Memorial Hospital. Pages 374, 
illustrations. The Williams and Wilkens Co., 
Baltimore, 1953. Price $10.00. 


This is undoubtedly the best book of its 
kind. The section on anatomy, being written 
by the Professor of Anatomy at Northwestern 
University Medical School, is beautifully done 
and highly authoritative. Obviously, good 
herniorahphy technic requires a solid anatomi- 
cal background. This book provides such a 
background. 

When the surgeon understands anatomy bet- 
ter, herni surgery (and all other surgery) 
ceases to be a matter of routine, and becomes 
individualized for the needs of each patient. 
The book is very well written and beautifully 
illustrated. Each chapter is headed by a sec- 
tion on general anatomy, followed by a specific 
anatomy for the particular hernia under con- 
sideration. 

The step by step surgical technic, and the 


accompanying drawings, provide the student 
as well as the accomplished surgeon with a 
complete presentation. 

This text is recommended without reserva- 
tion. 


ADVANCES OF CANCER RESEARCH edited 
by Jesse P. Greenstein—National Cancer 
Institute, National Institutes of Health, U, S. 
Public Health Service, Bethesda, Maryland 
and Alexander Haddow, Chester Beatty Re- 
search Institute, Royal Cancer Hospital, 

London, England, Volume IIl—Academic 

Press Inc..—322 pages—price $8.50. 

Volume III continues and extends the work 
of previous volumes. The subjects covered are 
the etiology of lung cancer, the experimental 
development and metabolism of thyroid gland 
tumors, electronic structure and carcinogenic 
activity and aromatic molecules, some aspects 
of carcinogenesis, pulmonary tumors in ex- 
perimental animals, and oxidative metabolism 
of neoplastic tissues. 

This is a very scholarly presentation 
throughout, and represents the work of con- 
tributors from various research units in 
England, France and Italy, and the United 
States. 

This text is recommended to the clinical 
student of malignancy, and should be in every 
research library and research institute in the 
country. 


INTRODUCTION TO VIROLOGY by Gilbert 
Dalldorf, M.D., Director, Division of Labora- 
tories and Research, New York State De- 
partment of Health, Albany, New York, 102 
pages, 4 Tables, 6 Figures. Charles C. 
Thomas, Publisher, Springfield, Illinois, 1955. 
$3.50. 

Interest in virus diseases has been increas- 
ing rapidly. Special impetus has been given to 
this interest by the dramatic events in polio- 
myelitis. 

New virus diseases are being discovered. 
The proctologist and gastroenterologist will be 

—Continued on page 70 
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especially interested in the enteric “orphan” 
viruses. 

The methods of investigation of virus di- 
seases are relatively simple, and the author of 
this text points out that “a critical bacteriolo- 
gist with a little additional equipment and a 
small isolation unit should be able to under- 
take diagnostic virology and the study of local 
problems with complete propriety”. 

The author’s textbook is an excellent intro- 
duction to the subject for the clinician and 
laboratory workers. It is a practical little 
manual, and is highly recommended. 


FLUID THERAPY by James D. Hardy, M.S. 
(Chem), M.D., F.A.C.S., Associate Professor 
of Surgery and Director of the Surgical 
Laboratories, Medical College of The Uni- 
versity of Tennessee, Memphis. Diplomate, 
American Board of Surgery and American 
Board of Thoracic Surgery. 255 Pages, 77 
Illustrations, 8 Tables, Price $5.50. Lea & 
Febiger, Philadelphia. 

Supportive fluid therapy has become in- 
creasingly important in surgery. No surgeon 
can consider that he is giving his patient the 
best possible care unless he is well informed 
in the application of the newer knowledge of 
fluid metabolism. 


The newer development of isotopes, and 
their application to the study of body fluids, 
makes it possible to follow the shifts of body 
fluid in the living subject. 

The author presents excellent material on 
potassium depletion, the management of fluid 
therapy in infants and children, and the par- 
ticular management of intestinal obstruction, 
and fluid therapy in the elderly. 

Liquid alimentation is given careful con- 
sideration. 

The author stresses the importance of using 
milliequivalents rather than milligrams or 
volumes per cent. This is carefully explained. 

The text will be useful to the proctologist 
as well as the general surgeon, and is highly 
recommended. 


THE RELIEF OF SYMPTOMS by Walter Modell, 
M.1D., F.A.C.P., Associate Professor, Clinical 
Pharmacology, Cornell University Medical 
College, published by W. B. Saunders Com- 
pany—450 pages—price $8.00. 

There is a great need for a book of this 
type. Most textbooks give little attention to 
therapy for the relief of symptoms. And yet, 
as every practicing physician knows, patients 
often require relief rather than specific treat- 

—Continued on page 72 
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fuls in day’s formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 
sium ions contribute to gentle laxation. Safe and easy 
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ment for a specific disease. Indeed, it may not 
be possible to reach a specific diagnosis in 
the vast majority of patients. 

This is obviously a very broad field, and the 
author does well in his consideration of 
twenty-nine of the major symptoms that bring 
the average patient to the physician’s office. 

The five introductory chapters are particu- 
larly important, and deal with the general 
theory of the relief of symptoms. 

A recent meeting of the Academy of 
Psychosomatic Medicine dealing with the 
Psychosomatic Aspects of Drug Research and 
Drug Therapy emphasizes the importance of 
the proper evaluation of drugs, and the use of 
drugs to relieve symptoms. The Modell book 
describes the double-blind technique for test- 
ing drugs. This is particularly important. 

The proctologist will find interesting con- 
siderations of pain, constipation, diarrhea, 
and itch. 

The final section on cortisone in the mask- 
ing of symptoms is also very important. The 
concept of this book and the excellent format, 
make for a very readable and useful text. It 
is recommended to all physicians in all fields 
of practice. 


PRACTICAL MANAGEMENT OF DISORDERS 
OF THE LIVER, PANCREAS, AND BILIARY 
TRACT by John Russell Twiss, M.D., F.A.C.P., 
Assistant Professor of ‘Clinical Medicine, New 
York University Post-Graduate Medical 
School; Attending Physician, University Hos- 
pital; Assistant Visiting Physician, Fourth 
Medical Division, Bellevue Hospital, and 
Elliot Oppenheim, M.D., F.A.C.P., Assistant 
Professor of Clinical Medicine, New York 
University Post-Graduate Medical School; 
Associate Attending Physician, University 
Hospital; Assistant Visiting Physician, Fourth 
Medical Division, Bellevue Hospital, 653 
pages, 136 illustrations and 7 plates, 3 in 
color, 48 tables. Price $15.00. Lea & Febiger, 
Philadelphia, 1955. 


This book is most comprehensive in its ap- 
proach, and entirely authoritative. It will be 
useful to the clinician in all branches of medi- 
cine, the internist, the gastroenterologist, the 
surgeon and the proctologist. 

Being based upon the personal experience of 
the authors, it offers a text that is readily ap- 
plied in the reader’s practice. The presentation 
is concise, yet adequate. The book carefully 
correlates diagnosis with therapy. Surgical in- 
dications are emphasized, but the actual oper- 
ative techniques are not described. 

There is an excellent section on Cholecystog- 
raphy, Cholangiography, and on Needle Biopsy. 

—Continued on page 74 
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The illustrations are very informative and 
entirely adequate. The text reads easily, and 
is a useful reference work as well as one that 
may be applied immediately in clinical prac- 
tice. 


PEPTIC ULCER—Diagnosis and Treatment by 
Clifford J. Barborka, M.D., M.S., D.Sc., 
F.A.C.P., Associate Professor of Medicine 
and Chief, Gastrointestinal clinics, North- 
western University Medical School; Attend- 
ing Physician, Passavant Memorial Hospital; 
Senior Consultant in Gastroenterology, Vet- 
erans Administration Research Hospital, Chi- 
cago, Illinois; formerly Consulting Physician, 
Mayo Clinic and E, Clinton Texter, Jr., M.D. 
Associate in Medicine and Assistant Chief, 
Gastrointestinal Clinics, Northwestern Uni- 
versity Medical School; Attending Physician, 
Passavant Memorial Hospital; Attending in 
Gastroenterology, Veterans Administration 
Research Hospital, Chicago, Illinois. 290 
pages, 33 illustrations, Little, Brown & Co., 
Boston, Toronto, 1955. Price $7.00. 

This is. an excellent handbook to assist the 
practicing clinician in the management of his 


ulcer patient. It is based upon the authors’ 
experience. The sections on therapy follow a 
careful discussion of anatomy and physiology, 
etiology, pathogenesis and symptomatology, as 
well as a careful review of diagnosis. 

The authors emphasize the importance of 
the patient-physician relationship in the treat- 
ment of the peptic ulcer patient. This em- 
phasis upon the psychosomatic aspect of 
therapy is well deserved. 

The newer developments in therapy are 
carefully considered, and—generally speaking 
—they are evaluated on a mature level. 

This little manual is well written and will 
be useful for the clinician who treats the 
peptic ulcer problem patient. 


REVIEW OF THE MAYO CLINIC DIET MAN- 
UAL—Second Edition by the Committee on 
Dietetics of the Mayo Clinic. 247 pages, 
W. B. Saunders Co. 

Nutritional science continues to advance 
rapidly, and although the dietary recom- 
mendations in all published texts will soon 
be outdated, the Mayo Clinic Diet Manual 


remains basically sound. 
—Concluded on page 76 
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It is now a simple matter to prepare patients for proctoscopic or sigmoidoscopic 
examination during an office visit. The Fleet Enema Disposable Unit is superior in 
cleansing effect to a tap water or saline enema of one or two pints and less 
irritating than a soap suds enema. Thorough left colon catharsis, with minimal 


Each 4% fl. oz. disposable “squeeze bottle” contains, per 100 cc., 16 gm. 
sodium biphosphate and 6 gm. sodium phosphate...an enema solution of 
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Of course, the diets outlined are only 
intended as fundamental guides, and should 
not be copies and handed to patients gen- 
erally. 

Information on vitamins, and the need for 
vitamin supplements, is changing rapidly. 
There is some corresponding change in the 
recommendations of the second edition of 
the Diet Manual. 

Some of the diets recommended in the 
second edition have been altered, but—for 
the most part—the changes are not major. 

For those physicians who do not have a 
standard diet guide, the Mayo Clinic Diet 
Manual is both authoritative and concise. 


A TEXTBOOK OF MEDICINE by Russell L. Cecil, 
M.D., Sc.D., Professor of Clinical Medicine 
Emeritus, Cornell University, New York and 
Robert F. Loeb, M.D., Sc.D., D. Hon, Causa., 
LL.D. Bard Professor of Medicine, Columbia 
University, 


New York. 1786 pages, 201 


figures, Ninth Edition, W. B. Saunders Com- 
pany, Philadelphia, London, 1955. 


The ninth edition of this classical textbook 
includes the rapid advances that have taken 
place in medicine during the past four years. 
Approximately forty new subjects are covered 
in the present edition. In addition to this new 
content material fifty-eight of the subjects pre- 
viously covered have been re-written. Thus, 
the text is really a new edition in many ways. 

The proctologist will find much of interest, 
including excellent discussions on bacillary 
dysentery, amebiasis and other protozoan and 
metazoan infections, diarrhea, constipation, 
irritable colon, dilitation of the colon, ulcer- 
ative colitis, regional ileitis and diverticula of 
the intestines. Tumors of the colon and rectum 
are also well covered. 

The editing is excellent throughout, the 
typography makes for easy reading, and the 
illustrations more than adequate. 

This book is particularly recommended to 
the student and the internist, but there will 
be something of interest for all specialties. 
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Benzocaine is “the best topical anes- 
thetic.""! ‘ 
Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations.'’3 

No sensitivity exhibited by any of 


1000 puttents..tn. pebtiched dialeal Americaine Topical Anesthetic Ointment 
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2. Adriani, J.: Pharmacology of Anesthetic z 2 2 

Drugs, Ed. 1941 and itching pre-operatively and in non- 
. Syne $5.17 alicia tear aan operative cases. Only Americaine contains 
4. White, C. J. and Madura, J. W.: Post- i H ° 
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In a bland, water-soluble base. 





ALSO AVAILABLE: 
AMERICAINE AEROSOL 
automatic spray-on topical anesthetic. 
Quick, non-traumatizing application 
to areas of excruciation pain. 





AMERICAINE LIQUID— 


For instillation into cavities and 
canals. 


ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 
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infection of large proportions did not 
develop in these cases. 
Cordially, 
Luis Minvielle, M.D. 
Uruapan 3, 
Mexico 7, D. F. 


Dear Dr. Minvielle: 

Your report on one hundred com- 
bined submucus and subcutaneous hem- 
orrhoidectomies with closure of the 
wounds, and without a single case of 
abscess formation, is very interesting. 
It would appear that your patients have 
an unusual degree of natural resistance 
to the organisms in the intestinal tract. 

On the other hand, it would also be 
interesting to know the percentage of 
abscesses or other infections which 
might develop if the technique were em- 


| ployed generally, by other surgeons, in 


other regions. 

As you know, we know very little 
about resistance. Diet, climate, geo- 
graphic location, genetic structure etc.. 
are some of the factors involved. 

If any of our readers have additional 
answers to your question, or additional 
experience with this particular tech- 
nique, I will send them on to you. 

Cordially, 
The Editor 





Plan Now To Attend 
Eighth Annual Convention 
April 23-26, 1956 
The Drake, Chicago, Illinois 
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A lot of thought went into the design of this holder, It had to grip the 
needle firmly, yet have slim, tapering jaws to create as little obstruction to 
vision as possible. 

Note also the bayonet shape of the shanks. When closed on the needle 
they present less bulk than any other model. 10" long. Stainless Steel. $21.00 
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When used with Stanton's Needle 
Holder, you have an unbeatable com- 
bination. The oval shape provides 
more room, laterally, for suturing. It's 
also ideal for examination or opera- 
tion, Just as easy to insert as the 
conventional round shape. Length, 
4"; Width 154"; Height I!/". 
Width of slot, 11/16". 


Originally made to Dr. Furry's own specifications and still made that way. 
Length, 8". Price $7.00 
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Newer Medicinals 


CVP w/Vitamin K Tablets, U. S. 


Vitamin Corporation, New York 17, 
New York. A companion drug of the 
syrup, it contains citrus flavored com- 
pound and ascorbic acid 100 Mgm., 
each and Menadione 0.66 Mgm. Used 
as an oral anti-coagulant and gener- 
ally used in post-operative cases. 
Dose: As determined by physician. 
Sup: In bottles of 100 tablets. 


Doxinate Capsules, Lloyd Brothers, 


Inc., Cincinnati 3, Ohio. Each capsule 
contains 20 mg. specially purified 
Dioctyl sodium sulfosuccinate. The 
unique non-laxative method of pre- 
venting and treating constipation. 
Dose: | or 2 capsules daily. Sup: In 
bottles of 30 and 100. 


Eskaserf Spansules 0.25 mgm and 


0.50 mgm, Smith, Kline & French 
Laboratories, Philadelphia |, Pennsyl- 
vania. For hypertension and as a 
unique non-barbiturate sedative. 
Dose: One spansule every twelve 
hours insures 24 hour uninterrupted 
effect, also very low incidence of side 
effects. Sup: 0.25 and 0.50 mg. in 
bottles of 30 each. 


Serpedon Elixir, Walker Laboratories, 


Mount Vernon, New York. Reserpine 
plus 3 belladonna alkaloids. For spasm, 
anxiety, and tension. Dose: One tea- 
spoontul t.i.d. Sup: In one pt. bottles. 


Tetrabon, Pfizer Laboratories, Division 
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of Chas. Pfizer & Co., Inc., New York, 


Tylenol, McNeil Laboratories, 


New York. The broad-spectrum anti- 
biotic tetracycline in a new, fruit- 
flavored, homogenized mixture that 
is formulated in ready-mixed form. 
For treatment of infections caused 
by a wide variety of gram-positive 
and gram-negative bacteria. Dose: 
Orally, as determined by physician. 
Sup: In bottles of 2 oz. and one pint, 
each 5 cc. teaspoonful containing 
125 mg. of tetracycline. 


Phila- 
delphia, Pennsylvania. Red-colored 
elixir containing 120 mg. N-acetyl- 
p-aminophenol per 5 cc. For reduc- 
tion of fever and relief of discomfort. 
Analgesic-antipyretic preparation de- 
signed for treatment of infants and 
young children. Product used alone 
or in combination with other drugs, 
such as antibiotics and sulfonamides. 
Dose: As determined by physician. 
Sup: In bottles of 4 and 12 fl. oz. 


Tridal, Lakeside Laboratories, Milwau- 


kee |, Wisconsin. Each tablet con- 
tains 50 mg. Dactil and 5 mg. Piptal. 
For rapid relief of gastrointestinal 
pain and spasm. Dose: As determined 
by physician. Sup: In bottles of 50 
compressed, uncoated tablets. 


Viacil, Borden Company, New York !7, 


New York. Indicated in treatment of 
irritable colon syndrome, chronic 
constipation, mucous colitis, post- 
antibiotic diarrhea, and pruritus ani. 
Dose: 3 tablets daily. Sup: Bottles of 
21 tablets. 
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LETTERS 
TO THE EDITOR 


single | Dear Dr. Wegryn: 


I am glad to inform you that I have 


“THIOSULFIL. 





- | received information from the circula- 
sulfonamide | tion manager that you have given a 
gift subscription for one year in my 
| name to THE AMERICAN JOURNAL OF 
ifi | f | ProctoLocy. I am extremely thankful 
speci ICa y or | to you for your kindness and sympathy. 
I wish to bring to your kind attention 
» that I have a lot of cases of diseases of 
urinary tract the anus, rectum and colon and I regret 
| to inform you that I am very much 
: 7 handicapped in my work for want of 
infections sufficient diagnostic instruments and up- 
to-date books on the science of proc- 

tology. 
Our mission hospital is a non-profit 
| organization situated in a hilly village 
direct / effective working for the benefit of the poor 
suffering people of the locality and its 
| suburbs. The main object of the mis- 
sion is to give expert medical aid to 
the poor suffering villagers. Here in 
India expert medical aid is obtainable 
only in big cities and towns. I there- 
Av) | fore request you to kindly arrange the 
greater solubility | issue of a news note in your monthly 
means rapid | bulletin and also in your journal about 


: : my requirements in the practice of 
action with | proctology. Without your help I am un- 
minimum side effects | able to proceed satisfactorily in my 
| difficult task. I am really in need of 

the following items. 

1. Anoscope; 2. Procto-Sigmoido- 
scope; 3. A set of good proctologic in- 
struments; 4. Birtcher electro-surgical 

AYERST LABORATORIES | unit with electrodes; 5. A few modern 

New York, N. Y. + Montreal, Canada books on proctology written by eminent 
5652 —Concluded on page 174 
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SOCIAL SECURITY AND THE PHYSICIAN 


As physicians, we are faced each day with the most serious and demanding of 
problems—the health and welfare of our patients. Though each time it may not be 
a question of life or death, it is seldom indeed that we permit ourselves to work 
with less than our best; a full measure of energy, brain-power and concentration. 
Such unrelenting demand (though often it is only our own requirement of our- 
selves ) tends to make us husband our reserves of vitality—mental and physical— 
for the job at hand, the job we see so clearly, the job which is the center of our lives. 
This is necessary, of course; there can be no argument about it. 


But sometimes, because of this concentration on immediacy, we may miss some- 
thing on the larger scene which, eventually, can so influence our way of life as to 
change it beyond recognition—if not actually corrode and destroy it. And when 
such a possibility appears, it is indeed a question of life or death, though it may 
bear no resemblance at the moment to such a crisis in the affairs of a patient. 


Since the eighteenth century when the industrial revolution began making itself 
felt, we, in this country have become accustomed to periods of political, economic 
and social stress. We have learned to live through them flexibly, accepting and 
adapting to those things which could contribute to the general welfare and, un- 
relentingly, opposing whatever runs counter to it. Today, more than ever, we must 
think—and act—in accordance with this time-honored tradition. 


Today, when there seems to be an upsurge of irresponsibility trying to persuade 
us that change alone is synonymous with progress, we must remind ourselves to 
proceed with care; to search through attractively accoutered subtleties for real 
meaning; to refuse to be blandished or deceived; to see keenly; to understand 
thoroughly; to have the courage to stand for the right and to speak out for the truth. 


I had occasion last year in these pages to discuss proposed federal legislation 
which, if not opposed by physicians (as it was, indignantly and effectively ) would 
corrupt and ruin the principles by which we live and practice medicine. Now, once 
again, we are faced with proposals that can result only in harm. 


An amendment to the Social Security Act, known as H.R. 7225 contains provi- 
sions which, inevitably, will have far reaching—and unfavorable—impact on the 





practice of medicine if it becomes law. While authoritative and reliable organiza- 
tions like the American Medical Association and the Association of American 
Physicians and Surgeons have gone on record as opposing H.R. 7225 and have 
offered sensible alternatives to quick passage of its controversial, unsound and ill- 
advised propositions, they have, so far, been largely ignored. It is now up to us. 


The financial unsoundness of the amendment has been emphasized many times. 
But to physicians, important as this is, there are reasons for even greater concern. 
And these lie in the parts of the amendment which make it politically attractive in 
an election year. H.R. 7225 tempers with questions of disability and rehabilitation 
by putting these psychologically and medically delicate problems on a strictly 
financial basis. Thus the amendment sweepingly invades the patient-doctor rela- 
tionship in the area where the stimulus should be to get well—not helpless because 
it is fiscally advantageous to do so. And, at the same time, the proposition renders 
physicians open to pressure from patients (“Doctor, please certify me as unable 
to get around so the payments will go on.”) and politics (“Doc, you wouldn't 
want to see your practice fall off, now would you?”). Cash-for-disability, this 
cornerstone of H.R. 7225 is, in addition, a subtle, corrosive, highly potent impetus 
toward socialism—and socialized medicine. This alone should make the amend- 
ment anathema to any thinking physician. 


Social Security should be kept out of politics. Yet current attitudes in Washington 
toward this Social Security amendment make it plain that politics, rather than 
reason and educated experience, is the consideration behind the failure to hold 
adequate hearings, the failure to give proper study, the apparent determination 


to shove it through Congress quickly and inconspicuously as possible. 


The AMA has noted that this legislation needs far more study and that no crisis 
exists to warrant immediate passage. It has also been stated that means to care for 
the welfare problems covered by H.R. 7225 exist at the state and local level and 
that federal participation is unnecessary and dangerous. 


Because this is an election year, it is important we give this kind of “give-away” 
legislation our close attention. Congress must recognize unmistakably that we 
oppose it and that in particular we protest strongly against the passage of such 
jerry-built vicious nonsense as amendment H.R. 7225. 


Talk to your friends. Write, wire, or telephone your representatives in Congress. 


Louis S. Wegryn, M.D. 














Diverticulitis 


Anterior Resection of the Sigmoid Colon* 


Historically, the concept of anterior 
colon resection and primary anasto- 
mosis is not new. This technique had 
been used abroad with success in the 
latter 19th and early 20th century, al- 
though the morbidity and mortality was 
excessively high. Multiple stage pro- 
cedures became the accepted procedure 
for resection of the colon for neoplasm 
until recently. The successful applica- 
tion of intestinal antibiotics, together 
with fluid replacement therapy and in- 
testinal intubation, have re-established 
the one-stage method as the procedure 
of choice in the treatment of cancer of 
the colon. 

The surgical treatment of diverticuli- 
tis of the colon has not kept pace with 
that of carcinoma and the patient with 
sigmoid diverticulitis presents many 
problems not encountered with the can- 
cer patient. 

Today, sigmoid diverticulitis is on 
the increase. Our national population 
has reached nearly the one hundred 
sixty million mark. Average longevity 
has been increased nearly twenty-five 
per cent in the last fifty years, and it 
is estimated that nearly fifteen million 
adults in- this country are over sixty 
years of age. Diverticulitis most com- 
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monly occurs after fifty years of age. 
Swinton’ states that 10% of all adults 
over fifty years of age examined by 
means of the barium enema have diver- 
ticulosis. He further states that, of this 
large group, one in ten has active diver- 
ticulitis, diagnosed either clinically or 
by X-ray, or both. An accurate esti- 
mate of patients with diverticulitis is, 
of course, impossible. I think it is rea- 
sonable to assume, however, that this 
disease equals, or possibly exceeds, 
carcinoma of the colon in frequency. 
Diverticulitis may occur in any part 
of the large intestine with the possible 
exception of the rectum itself (Fig. 1). 
The diverticulae are usually multiple, in- 
stead of single, and the descending and 
sigmoid colon are more frequently in- 
volved than any other region of the 
colon. The complications of diverticu- 
litis are confined almost entirely to the 
descending and sigmoid colon, but no 
adequate explanation of this fact is 
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showing marked 
diverticulosis throughout the entire colon, Note 
the filling defect in the ascending colon which 
proved to be carcinoma at the time or resection. 


Fig. |. A barium enema 


available (Fig. 2). In the descending 
and transverse colon, the fecal stream 
is relatively liquid; as it progresses to- 
wards the sigmoid, the feces become 
more solid and it seems probable that 
feces would be more apt to impact in 
diverticulae in this region. Impaction of 
feces in a diverticulum could lead to 
necrosis of the mucosa, abscess forma- 
tion, granulomatous changes and _ fib- 
rosis. 

Certainly, of all the complications 
that may arise, abscess formation is 
the most common (Fig. 3). It may 
manifest itself by several attacks of 
moderate discomfort in the left lower 
quadrant of the abdomen with mild or 
moderate fever. Each episode may last 
from one or two days, to a week or 
more, and the attacks may be months 
or years apart. 

On the other hand, the first recog- 
nizable attack may produce a full-blown 
pelvic abscess with perforation, requir- 
ing surgical drainage (Fig 4). In either 


the initial or subsequent attacks, the 
diverticular abcess may rupture into the 
bladder, the vagina, or into another 
loop of bowel. The surgery of these 
latter complications is a far more in- 
volved problem than drainage of a 
simple diverticular abscess. However, 
abscess drainage itself may lead to the 
formation of abdominal fecal fistula. 
Repeated attacks of diverticulitis 
eventually may produce such inflamma- 
tory and fibrotic changes in the colon 
that surgery is mandatory to relieve 
obstruction. This is frequently a two- 
stage, and sometimes, a three-stage pro- 
cedure. Usually a decompressive colos- 
tomy is performed, followed in several 
weeks by a segmental resection of the 
involved bowel; then, at a later date, 
followed by a closure of the colostomy, 
if spontaneous closure has not occurred. 
If the obstruction is gradual, rather 
than acute, a differential diagnosis be- 


Fig. 2. Diverticulosis confined to the descend- 
ing colon and upper sigmoid. Diverticula are not 
present in the remaining portion of the colon. 
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tween annular carcinoma and diverti- 
culitis cannot be made with certainty. 
The barium enema may outline the ob- 
structing lesion. Usually the sigmoido- 
scope cannot reach the lesion for biopsy 
because of the marked fixation of the 
involved bowel. An accurate diagnosis 
of the lesion is impossible without sub- 
miting the patient to major surgery. 
The one-stage resection and anastomosis 
is the procedure of choice when faced 
with this problem. Many times the sur- 
geon may resect the lesion and be un- 
able to distinguish, by the gross appear- 
ance, between carcinoma and diverti- 
culitis, In this instance, frozen section 
of the enlarged regional lymph nodes 
may aid in the differential diagnosis. 
If any of the nodes show malignant in- 
volvement, a wider lymph node and 
vascular dissection is indicated than 
would be necessary in the case for non- 
malignant disease. 


To further complicate the problem, 
the co-existence of carcinoma and active 
diverticulitis in the sigmoid colon is by 
no means unknown. Some investigators 
believe that the chronic bowel irrita- 
tion associated with diverticulitis may 
be a pre-disposing factor in the de- 
velopment of carcinoma in the diseased 
segment of bowel. 

As far as the patient is concerned, 
the development of fistulae is the most 
distressing complication. Abdominal 
fistulae, sigmoido-vesical fistulae, and 
sigmoido-vaginal fistulae are the most 
common. Enterocolic fistulae can occur, 
but on the whole, these are less disturb- 
ing to the patient because there is no 
external drainage of the fistula. All of 
these types can occur singly or in vari- 
ous combinations. Each patient with 
fistulous complications is an individual 
problem, requiring intensive study to 
determine the location and extent of 


Fig. 3. Schematic drawing illustrating the sagittal section of the colon through a diverticulum. 
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the fistulae before planning the surgical 
treatment. 

Sigmoido-vesical fistula is usually 
diagnosed by a single complaint of the 
patient (usually male); namely that, 
when he voids, he notices gas bubbles, 
food particles, or fecal matter in the 
urinary stream. Frequently, the loca- 
tion and extent of the fistula can be 
determined by barium enema and retro- 
grade injection of dye into the bladder 
(Fig. 5 & Fig. 6). The safest way to 
handle this condition is to establish a 
colostomy to divert the fecal stream 
first; then, later, to resect the diseased 
portion of the bowel, together with the 
fistulous tract. At this stage, the defect 
in the bladder is closed and a primary 
anastomosis of the bowel performed. 

At a later date, the diversionary co- 
lostomy is closed. Unfortunately, the 
economic and financial loss to the pa- 
tient, when managed this way, is con- 
siderable. He must expect to live six to 
nine months with a colostomy that is 





Fig. 4. Diverticular abscess without perfora- 
tion into the pelvis. The clear zone around the 
diverticulum denotes the presence of gas in 
the abscess. 





Fig. 5. Sigmoido-vesical fistula, beginning as 
diverticular abscess, with perforation into the 


fundus of the bladder. 


difficult to control, and, therefore, may 
lose the greater part of a year’s income. 
Secondly, his total hospitalization for 
the three-stage procedure may run from 
four to eight weeks, or longer. Lastly, 
the effect of a three-stage procedure on 
a patient’s morale is not to be consid- 
ered lightly. 

Since the advent of intestinal anti- 
biotics that are safe and reliable, at- 
tempts have been made to treat this 
complication with a one-stage procedure 
without diversionary colostomy. At 
present, we have performed four pri- 
mary resections for this condition, with 
75 per cent without recurrence. 

One case, which was not successful 
at the first attempt, is worthy of brief 
comment. 

A single sigmoido-vesical fistula, with 
sigmoid diverticulitis was diagnosed by 
retrograde cystography and _ barium 
enema. Intravenous pyelogram showed 
a dilated ureter with poor renal func- 
tion on the right. Segmental resection 
was successful, together with excision 
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Fig. 6. Retrograde cystogram and barium en- 
ema performed simultaneously. The pattern of 
free dye in proximity to the diverticulum is 
strongly suggestive of sigmoido-vesical fistula. 
This fistula was proven at surgery, in which the 
single stage procedure was utilized. 


of the fistulous tract, and closure of the 
bladder defect. The inflammatory reac- 
tion around the sigmoid had partially 
obstructed the right ureter. It was found 
impossible to free the ureter from the 
scar tissue. Therefore, the ureter was 
divided two inches from the bladder 
and the proximal end was implanted in 
the fundus of the bladder. 

On the sixth post-operative day, fecal 
matter began to drain from the supra- 
pubic cystotomy tube. Some of the fecal 
stream drained per rectum and a por- 
tion drained into the bladder, and 
thence onto the abdominal wall. 

After about six months, during which 
period the patient was able to work 
only part time, he was again prepared 
for surgery. Barium enema showed no 
evidence of residual diverticulitis. A 
fistula was seen to communicate be- 
tween the site of anastomosis and the 
bladder, and also communicated with 
the anterior abdominal wall (Fig 7). At 
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the operation, the tract was excised com- 
pletely; the defect in the bladder was 
closed, as well as the defect in the anas- 
tomosis. A decompressive soft tube was 
placed in the anus and carried above 
the anastomosis. A Foley catheter was 
placed in the bladder. The patient’s re- 
covery was uneventful and he was dis- 
charged at the end of two weeks. 
Opinion is still divided as to the 
better method of handling this phase 
of the disease. At present, the majority 
of surgeons lean toward the three-stage 
procedure. Nevertheless, it is my per- 
sonal belief that more one-stage pro- 
cedures should be done before a fair 
evaluation of this approach can be 





é 


Fig. 7. Abdomino-sigmoido-vesical fistula. The 
upper plate illustrates the presence of the cath- 
eter in the fistula with most of the dye in the 
fistula and colon. At the left, a trace of the dye 
can be seen in the bladder. The lower plate 
shows clearly the dye in the bladder, as well as 
in the sigmoid colon. 
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made. As our techniques improve with 
experience, our results should become 
comparable to the three-stage 
cedure. 


pro- 


Another complication of diverticuli- 
tis that frequently requires surgery is 
the occurrence of repeated intestinal 
hemorrhage. It may occur as intermit- 
tent rectal bleeding, occurring infre- 
quently over a period of many years, 
or it may become evident as a severe, 
prolonged rectal hemorrhage that is 
very difficult These two 
types represent the very mild and the 
very severe, and the majority of bleed- 
ing diverticulitis cases falls between 
these two extremes. The importance of 
rectal bleeding is that we are often 
unable to make the differential diag- 
nosis between malignant and benign 
colon disease, and resection becomes 
necessary to make the distinction. 
Again it must not be forgotten that the 
co-existence of cancer and diverticulitis 


to control. 


in the same segment of bowel is always 
possible. 

Finally, there is a group of patients 
that are gradually on the increase, and, 
heretofore, have been managed largely 
by the gastro-enterologist. 

This group suffers from recurrent 
attacks of diverticulitis of varying sever- 
ity that are relieved partially, or not at 
all, by medical management. Bland 
diet, intestinal antibiotics and other 
aides may minimize each individual 


attack and postpone the development ot 
one or more of the previously men- 
tioned complications. However, it is 
known that each attack of diverticulitis 
produces irreparable damage to the 
bowel. In some instances, cumulative 
effects of these attacks make surgery 
advisable. The morbidity and mortality 
of primary resection today is compar- 
able to that of carcinoma, when deal- 
ing with the uncomplicated cases.? The 
more long-standing the disease in the 
individual patient, the more difficult the 
surgery. Inflammatory reaction is 
greater and the distortion of anatomical 
relationships so pronounced that the 
identification of ureters and major ves- 
sels is time consuming and difficult. 
These factors significantly increase the 
mortality and morbidity figures above 
those obtained in the uncomplicated 
cases. 

We are trying to establish criteria 
upon which to base recommendations 
for surgery in this group of patients. 
It is felt that any patient, who has re- 
current attacks of diverticulitis, de- 
spite intelligent and intensive medical 
management with full patient coopera- 
tion, is a candidate for resection. This 
opinion is somewhat modified by the 
amount of colon involved in the disease 
and the patient’s general condition as a 
surgical risk. The younger the patient, 
the more strongly we think that surgery 
is warranted. 


Summary 


In closing, it might be well to re- 
emphasize a few major aspects of 
the surgical concept of this disease: 

1. Diverticulitis is increasing in 
frequency, primarily because of 


increased longevity of individual. 

2. Anterior resection of the 
colon for uncomplicated diverti- 
culitis is equally as safe as resection 
for carcinoma. 
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3. By careful selection of cases 
for primary resection, we may be 
able to reduce the incidence of the 
complications of diverticulitis, 
which are so burdensome to the 
patient, both economically and 
physically. 

4. Four cases of one-stage repair 
of sigmoido-vesical fistulae have 


been reported with 75% excellent 
results, 
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Cardio-vascular 


Evaluation in the Surgical Patient 


The ultimate evaluation of the cardio- 
vascular risk in the surgical patient is 
to a large part dependent upon the 
functional classification of his heart 
disease. This is true no matter what 
the etiologic, anatomic or physiologic 
diagnosis may be, and a proper under- 
standing of functional classification is 
necessary to partially quantitate the 
myocardial reserve of the patient. 

Functional capacity is divided into 
four classes: 

Class I. Patients with heart di- 
sease, but without re- 
sulting limitation of ac- 
tivity. 
Patients 
disease 


Class II. with cardiac 
resulting in 
slight limitation of phys- 
ical activity: they are 
comfortable at rest. Or- 
dinary physical activity 
results in fatigue, palpi- 
tation, dyspnoea or an- 
gina. 

Patients 


Class‘ III. 


with cardiac 


disease resulting in 
marked 


physical 


limitation of 


Less 


activity. 


Risk 
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than ordinary activity 

causes fatigue, palpita- 

tion, dyspnoea or an- 
gina, 

Class IV. Patients with heart di- 
sease resulting in ina- 
bility to carry on any 
physical 
out discomfort—angina 


activity with- 


or symptoms of cardiac 
insufficiency at rest. 

It must be remembered that any one 
cardiac patient may vary in his func- 
tional capacity from time to time. This 
frequently relates to treatment. Emo- 
tional, environmental, 
hematologic factors all may favorably 
or adversely influence the myocardial or 
coronary reserve of the patient. In more 
recent years, it has been noted that if 
the patient can be reverted to a Class 
III status, he should certainly survive 


nutritional, or 





Presented at the Seventh Annual Teaching 
Seminar of the International Academy of Proc- 
tology, March 26, 1955, New York, New York. 


*Associate in Medicine, George Washington 
University Medical School; Attending Cardi- 
ologist at District of Columbia General Hos- 
pital, Geo, Washington Univ. Hosp., Washing- 
ton, D. C., and Arlington Hosp., Arlington, Va. 


120 THE AMERICAN JOURNAL OF PROCTOLOGY 








the surgery, providing certain vascular 
accidents do not occur. Here one must 
list pre-disposing factors to thrombo- 
embolic events involving coronary and 
cerebral circulations. These factors are 


listed below. 

1. Hypoxia In this instance « the 
surgeon is totally dependent upon the 
department of anaesthesiology for the 
avoidance of severe cerebral or myocar- 
dial injury. Prolonged, intense ischemia 
of heart muscle may precipitate myo- 
cardial infarction or arrhythmia in the 
presence of diffuse coronary disease 
without acute thrombosis. Smooth in- 
duction by proper preoperative medica- 
tion, proper choice of anaesthetic agents, 
high concentrations of oxygen through- 
out the procedure, and finally the avoid- 
ance of sudden fluctuations of blood 
pressure by the judicious use of vaso- 
pressor agents, will lower mortality in 
the cardiac patient. 

2. Shock Shock, whether traumatic, 
toxic, or metabolic in origin, should be 
combatted early and vigorously by 
appropriate measures during the opera- 
tive and post-operative period. It must 
be remembered that sudden lowering 
of arterial pressure may contribute to 
slowing of cerebral or coronary blood 
flow and result in thrombosis in the 
presence of an arteriosclerotic placque. 
Certainly the high incidence of onset 
of coronary thrombosis during sleep 
must relate to a drop in mean aortic 
pressure with less perfusion pressure 
for the coronary circuit. Slowing of 
the blood flow results—one factor in the 
production of a thrombotic event. 

3. Dehydration Dehydration is the 
third factor of considerable importance 
in precipitating acute cardio-vascular 
insults. In addition to electrolyte dis- 
turbances, azotemia, and symptoms re- 


(Vol. 7, No. 2) APRIL 1956 





lating to acute water deficit, contraction 
of the intra-vascular compartment will 
result in high hematocrit. This sec- 
ondary polycythemia increases the vis- 
cosity of the blood which also contrib- 
utes to thrombo-embolic phenomena. 

In the patient who gives a history 
of previous thrombo-embolic episodes, 
anticoagulant therapy should be exhib- 
ited during a post-operative period 
which requires prolonged bedrest. 

In a large surgical practice, how 
would one screen his patients for the 
existence of cardiac disease? A few 
moments expended in a pre-operative 
cardiac history may be excellent insur- 
ance for success in a major surgical 
procedure. 

The informed public is well, aware 
of known pre-existing cardiac disability. 
Rejection from military service or 
the rejection of an application for life 
insurance requires further interroga- 
tion and investigation. Gross devia- 
tions from normal cardiac findings such 
as hypertension, cardiomegaly, or mur- 
murs may require consultation. Certain- 
ly routine screening by ECG in males 
over 35 and females over 50 is indi- 
cated. Here again an abnormal record 
would indicate consultation. The evalu- 
ation of the actual myocardial reserve 
of the patient is the function of the con- 
sulting internist or cardiologist. Fol- 
lowing this evaluation one is compelled 
to balance the degree of risk against 
the importance of surgery. In this re- 
gard family and patient acceptance of 
risk is essential to peace of mind on all 
fronts. Does the cardiac status permit 
sufficient longevity to enjoy the bene- 
fits of surgery? Will second best pal- 
liative procedures be adequate in the 
face of poor myocardial or coronary 
reserve? In such instances prognosis of 
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the heart disease is of the utmost im- 
portance. 

The final problem in pre-operative 
cardiac evaluation is pre-operative car- 
diac treatment. The response or lack of 
response to treatment will certainly de- 
termine what the patient’s functional 
classification will be. Can he be raised 
on treatment to a Class II or Class III 
status? If so, he can tolerate necessary 
surgery. Bedrest or chair rest, digitali- 
zation, low sodium diets, xanthines and/ 
or mercurials, and possibly quinidine 
or pronestyl may all be necessary to 
raise the myocardial reserve of the 
patient. Arrythmias must be controlled 
and intractable angina, or coronary 
insufficiency relieved; then and only 
then is surgery attempted. Emergency 
surgery is another matter. The cardiac 
supportive therapy in this instance con- 
sists of heroic measures necessary to 
surgically thwart a catastrophic event. 

Some years ago Samuel Levine re- 
viewed 414 cardiac cases subjected to 
494 major operations. Mortality was 
divided into “unexpected” and “inevi- 
table” groups. Unexpected deaths in- 
cluded those who would have lived if 
the operation were not performed. This 
group included 
dents as well as non-cardiac post-opera- 
Inevitable deaths 


cardiovascular acci- 


tive complications. 


included those who would have died 
irrespective of the operation, and this 
group is of no concern for purposes of 


this discussion. 

Total mortality was 12.1%, but the 
unexpected mortality was only 6.3%. 
A breakdown of mortality statistics in 
relation to specific cardiac defects re- 
vealed the following: 

From these brief statistics one may 
conclude that patients with organic 
heart disease, if well compensated, tol- 
erate major surgery quite well. The 
presence of recent myocardial infarc- 
tion greatly increases the operative risk 
as does severe coronary insufficiency, 
but these situations place the patient in 
a Class IV status. 

A few case illustrations may serve to 
clarify some of the foregoing material. 

Case #1 will illustrate the classi- 
fication of an inevitable death in a 75 
year old female who was admitted to 
Arlington Hospital with intestinal ob- 
struction. She had been digitalized one 
year previously for congestive heart 
failure secondary to arteriosclerotic 
heart disease. She had been carried at 
reduced activity, and a salt free diet 
had been maintained. Shortly after ad- 
mission, in view of rising temperature, 
increasing leucocytosis, and a flat plate 
suggesting obstruction at the splenic 





(1) Chronic valvular heart disease: 
(2) Hypertensive heart disease: 


(4) Coronary thrombosis + acute 


phase 
(5) Chronic auricular fibrillation 
(6) Congestive heart failure 





(3) Coronary artery disease (Angina) 
Operation in 
some cases 


No. of ops. Mort. 
147 2.1% 
167 4.9% 
4l 7.7% 

20 40 % 
108 3 % 
50 14 % 
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flexure, she underwent emergency lap- 
arotomy. Cecostomy was performed at 
a site where the cecum had spontane- 
ously perforated. A malignant mass was 
found to be obstructing the splenic 
flexure. 


Post-operatively she appeared to tol- 
erate her fluids well for the first 48 
hours. She was carried on 3000 ce daily 
with sodium chloride limited to 1800 
mgm. Oxygen therapy and digitalization 
were maintained, and rates of infusion 
were extremely slow. On the third post- 
operative day mounting pulmonary 
edema was noted, and all intravenous 
fluids were stopped. The left ventricular 
failure was controlled by this measure 
alone, but the patient on the 5th post- 
operative day went into a toxic state 
and died in peripheral vascular collapse. 
Autopsy revealed metastatic carcinoma 
compressing the splenic flexure, early 
papillary adeno-carcinoma of ascending 
colon, and persistent peritonitis from 
the cecal perforation. This can be classi- 
fied as an inevitable death and not death 
due to arteriosclerotic heart disease. 

Case Il A 74 year old obese 
white female, hypertensive and arterio- 
sclerotic for many years was admitted 
to Arlington Hospital in acute pulmo- 
nary edema due to acute left ventricular 
failure. She was moribund on admis- 
sion requiring bloodless phlebotomy, 
positive pressure oxygen therapy, and 
rapid digitalization. She responded to 
treatment dramatically, and the lungs 
cleared over the next 48 hours. After 
10 days of hospital care, the patient 
was subjected to vaginal hysterectomy 
for a 3rd degree procidentia which had 
predisposed her to chronic pyelone- 
phritis already accompanied by early 
azotemia. With clear delineation of the 
operative risk to the family, and in the 
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face o1 rising blood urea nitrogen, the 
patient underwent vaginal hysterectomy 
and convalesced from surgery unevent- 
iully. 

Here is an example of a Class IV 
cardiac patient with hypertensive arter- 
iosclerotic cardio-vascular disease who 
was reverted to a Class III status by 
treatment and underwent major surgery 
uneventfully 10 days following fulmi- 
nating pulmonary edema. 

Case III On the other hand one is 
not always so fortunate in the presence 
of arteriosclerotic heart disease as evi- 
denced by case #3 where the patient 
was perfectly well until the moment she 
fell from a horse. This 62 year old fe- 
male had been in excellent health and 
was admitted to Arlington Hospital with 
a fracture of the neck of the femur. A 
routine pre-operative cardiac examina- 
tion revealed minimal, if any, cardiac 
enlargement and a right bundle branch 
block on routine electrocardiographic 
study. A diagnosis of arteriosclerotic 
heart disease — right bundle branch 
block, N.S.R.—Class II was made, and 
there appeared to be no contra-indica- 
tions to surgery. Surgery was accom- 
plished uneventfully and the anaesthetic 
record revealed no difficulties with in- 
duction or maintenance of anaesthesia. 
Induction was accomplished by sodium 
pentothal, and she was carried on ethy- 
lene. However, 24 hours following sur- 
gery, an arrhythmia was noted and 
studied electrocardiographically. Her 
initial problem related to auricular 
bigeminy with halving of the radial 
rate. This alternated soon with 1°, 2°, 
and 3° heart block and Stokes-Adams 
attacks soon made their appearance. 
Chaotic ventricular activity was re- 
corded with longer and longer runs of 
ventricular tachycardia and fibrillation 
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which were responsible for her cerebral 
symptomatology. Pronestyl and quini- 
dine were pushed to the limit to no 
avail, the patient dying in respiratory 
failure on the 4th post-operative day. 
This fatality attests to the possibility 
of the onset of acute myocardial infarc- 
tion during or shortly after anaesthesia. 
It was felt by all who attempted to 
control this arrythmia that an acute 
myocardial insult was responsible for 
the complete heart block accompanied 
by ventricular irritability, One might 
even postulate that the initial right 
bundle branch block was possibly evi- 
dence of a small, acute lesion, high in 
the septum which was asymptomatic 
prior to surgery. Extension of such a 
lesion could give rise to complete A-V 
block, Stokes-Adams attacks and death. 
Case IV The final case presentation 
involves a female diabetic patient, age 
57,who on routine sigmoidoscopy was 
found to have a grade 1 polypoid car- 
cinoma of the rectum. The clinical prob- 
lem was not only complicated by dia- 
betes mellitus, but also complicated by 
a Class I mitral stenosis previously un- 
diagnosed. Resection of the rectal lesion 
was tolerated extremely well until her 
post-operative course was complicated 
by dynamic ileus. The intestinal obstruc- 
tion required decompression by Cantor 


tube for sixteen days, and with pro- 
longed parenteral alimentation, serum 
alkalosis, hypopotassemia, hypochlore- 
mia, and hypoproteinemia complicated 
her diabetic, cardiac and obstruction 


problems. On intensive intravenous 
therapy over this prolonged period, pul- 
monary congestion made its appear- 
ance. Digitalization, low sodium in- 
take, oxygen, ammonium chloride, and 
potassium chloride were all utilized to 
control heart failure and electrolyte im- 
balance. Following sixteen days of in- 
complete intestinal obstruction as evi- 
denced by some gas, distal to the point 
of obstruction on x-ray, the patient was 
taken to the operating room for ex- 
ploratory laparotomy. Following spinal 
anaesthesia all obstruction was sudden- 
ly relieved as evidenced by the explo- 
sive passage of flatus and a spurious 
diarrhea. With the subsequent oral 
feedings, electrolyte imbalance, hypo- 
proteinemia and cardiac failure were 
gradually controlled. Complete recovery 
ensued, and this patient is alive and 
well three years later. 

Such clinical protocols attest to the 
fact that patients with compensated 
valvular heart disease tolerate surgical 
procedure without significantly  in- 
creased risk, and this is supported by 
Levine’s mortality statistics. 


Summary 


1. The cardio-vascular risk in 
the surgical patient relates to the 
functional classification of the 
cardiac problem. 

2. Factors precipitating cardio- 
vascular accidents during or after 
surgery are hypoxia, shock, and 
dehydration. 

3. Mortality statistics reveal com- 
pensated valvular disease to be an 


excellent risk and recent or acute 
myocardial infarction to be the 
worst risk, 

4, Coordination of medical and 
surgical therapies must be accom- 
plished before, during, and after 
surgery. 

The anaesthesiologist plays an 
important role on this therapeutic 
team. 
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Acute 
Colonic 


Obstructions 


FRANCISCO PUENTE PEREDA, M.D., F.1.A 
JORGE OBREGON CORRAL, M.D., F.1.A. 
D. 


The colon is that portion of the in- 
testinal canal beginning at the ileocecal 
valve and ending at the sigmoid flexure, 
at the union with the rectum. 

Reference is made to the anatomy of 
the ileocecal valve, due to its importance 
in colonic obstructions. The ileocecal 
valve is formed by the projection of two 
folds of mucous membrane of the ter- 
minal ileum into the cecum, having cir- 
cular and oblique smooth muscle fibers, 
whose tone is maintained by sphincteric 
stimulation, and carrying both the mo- 
tor and inhibitory fibers in the vagus 
nerve. 

Because of the manner that these 
folds of mucous membrane are pro- 
jected into the cecum, they act as a 
check-valve. That means a one way 
passage, from small to large intestine, 
preventing the regurgitation of gas and 
fluid from the cecum into the terminal 
ileum. 

These facts explain the clinical dif- 
ferences between small gut obstructions 
and colonic obstructions. 

The common symptoms of a patient 
with intestinal obstruction are: pain, 
vomiting and distension. Obstipation 
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is not always present at the beginning. 

Pain is produced by the contractile 
activity of the gut; in mechanical ob- 
structions of small intestine, it is of a 
colicky-intermittent type. In _ large 
bowel obstructions, usually it starts as 
a discomfort produced by the disten- 
sion, increasing as the latter does, until 
it becomes continuous and intolerable. 

Vomiting In small bowel obstruc- 
tion this symptom is usually present, 
indicating a mechanical obstacle in the 
gut. It is more frequent and abundant 
the higher the obstruction, producing in 
the higher ones quick dehydration and 
electrolytic imbalance. In the colonic 
type it is seldom present, because of the 
check-valve action of the ileocecal junc- 
tion. When it is present, it is due com- 
monly to the peritoneal reaction pro- 
duced by the necrosis of the wall, or 
bowel perforation, due to strangulation 
and or distension. 

Distension It is not present in duo- 
denal obstructions. From there on, 
(down the bowel) it is more noticeable 
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roe. 4. 
right lower quadrant is empty, because 
of dislocation of the cecum up into the 
colon, (Dance's sign) 


lleo-colic intussusception. The 


as the point of obstruction is lower. 
becoming enormous in colonic obstruc- 
tion, and being most of the time the 
main symptom which leads the sur- 
geon to ask for an X-ray study of the 
abdomen. 
The 


strangulation are: Acute and dramatic 


clinical manifestations of 
onset, with evidence of shock early in 
the course of obstruction; the presence 
of pain that is more constant, more 
severe and with less tendency to the 
colicky pain that is common in simple 
obstruction, and in some cases, ab- 
dominal tenderness and fever. 

The differential diagnosis of small 
bowel and colonic obstruction is very 
important, the different 
treatment in each case. Neglected 
colonic obstructions, or cases improp- 
erly treated with gastric or intestinal 


because of 


suction as the only therapeutic meas- 
ures, are the ones that produce the 
high mortality rate. The diagnosis can 
be made most of the time, with the 
data obtained through the carefully 
taken clinical history and a good X-ray 
scout film of the abdomen supplemented 


by a barium enema. 

In some cases the radiological study 
can show us the precise site of the ob- 
struction. 

For the treatment of this condition 
we try to: 

a) decrease the distension. 

b) correct the dehydration and elec- 
trolytic changes. 

c) perform the necessary surgical 
treatment under the best possible con- 
ditions. 

a) Decrease the distension. In small 
bowel obstructions we can decompress 
the patient by gastric suction through 
a Levine tube or by intestinal suction 
Miller Abbot tube. In 


colonic obstructions we can not decom- 


through a 


press the patient by gastric or intestinal 
suction if the ileocecal valve is working 
normally. 

b) Correct the dehydration and elec- 
trolytic changes. The dehydration and 
electrolytic imbalance, so important in 
high intestinal obstruction, is slight and 
not so fundamental in colonic obstruc- 
tion. We correct them when present 
with the necessary intravenous solu- 
tions. 

c) In small bowel obstructions, we 
perform the operation when the patient 
is in good condition, unless it is a 
strangulation. In colonic obstructions 
we have to perform an early operation 
to decompress the patient. The surgi- 
cal treatment can be at one stage, solv- 
ing the problem completely, or at two 
stages, performing in the first a colos- 
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tomy, specially in poor risk cases. 

Classification We present an 
atypical classification based on the spe- 
cific etiology of the obstruction. 


Acute Colonic Obstructions 
a) Newborn and Children 
Colonic atresia 
Intussusception 
Anal imperforation 
Congenital strictures 
L) Adults 
1. Narrowing of the lumen 
Compression from without 
Neoplastic 
Traumatic 
2. Obturation 
Fecoliths 
Intestinal parasites (worms) 
3. Hernia 
4. Volvulus 
Cecum 
Sigmoid 


A) Obstruction in Newborn and 
Children 
Colonic Atresia 

Clinical findings. Vomiting since the 
first day of life, progressively more fre- 
quent and more intense as subsequent 
feedings are taken. The vomitus almost 
always contains bile and the vomiting 
is malodorous and fecal in appearance. 
The failure to find cornified epithelial 
cells in the stool is a very important 
fact. Distension sometimes is present 
at birth, but it increases in the next 24. 
or 36 hrs, depending upon how much 
milk is ingested. Sometimes the stom- 
ach or intestine are ruptured and allows 
air to pass into the free abdominal 
cavity. Fever is present especially in 
the case of rupture. 

The clinical findings are clear enough 
to make a diagnosis, but the X-Ray 
examination will give evidence of the 
obstruction, and in some cases will 





Fig. 2. Perforated duodenal ulcer. We can see free air under the diaphram, (pneumc- 
peritoneum). In the scout film of the abdomen we see the paralitic ileus produced 
by chemical irritation. 
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show a pneumoperitoneum, pathogno- 
monic of hollow viscus rupture. As is 
well known, the atresia may start from 
the duodenum to any lower level, and 
the symptoms become different in each 
case, 

Intussusception is the telescoping of 
a portion of intestine or colon into a 
more distal segment of the enteric tube. 
This is one of the most important and 
common emergencies in infancy and 
early childhood. The reduction of mor- 
tality depends upon early diagnosis in 
order to perform the treatment during 
the first 24 hrs. The more common 
types are the ileo-colic and the colo- 
colic. We will make reference specially 
to the ileo-colic, because these are the 
ones we have seen more frequently. 

The clinical findings are: vomiting, 
colicky abdominal pain, pallor, sweat- 
ing, dehydration, and in some cases 
shock. Bloody stools, in a very high 
percentage of cases, are present, after 
one or two normal bowel movements, 
as a bright red or dark brown, bloody, 
mucoid material. 

Careful palpation of the abdomen is 
very important. In 85% of the cases, 
a mass can be palpated, sausage-shaped, 
rather firm, and as a rule not tender. 
At the same time, the right lower quad- 
rant may appear empty when it is pal- 
pated and at percussion, because of dis- 
location of the cecum up into the colon. 
There is a dull sound, (Dance’s sign). 
If no mass is felt, it is necessary to 
examine the colon immediately under 
X-ray visualization, with a barium 
enema. If the invagination is low, it 
can be felt through a rectal examina- 
tion, and blood is found on the gloved 
finger; never neglect this examination. 

Treatment Even though we realize 
the danger of reduction during the X- 


ray examination with a barium enema, 


in skilled hands, in early cases, it is 
possible to slip back the invagination 
with relatively low pressure. In our 
practice we have obtained non-opera- 
tive reduction in only 10% of cases. 
If it is not possible, as commonly hap- 
pens, we do the operative reduction, 
expressing the ileum from the cecum 
with gentleness, to avoid intestinal dis- 
ruption and peritonitis. Never pull the 
ileum, as it can be ruptured easily. 

We have had the necessity of per- 
forming a resection: 

1.—When the lesion is irreducible. 

2.—When the intestine has been irre- 

parably damaged. 

3.—When the child is critically ill. 

The resection can be done at one 
stage, with ileo-colic anastomosis, or 
performed at two stages, with a resection 


of the Mikulicz type. 


CASE L. G. R. a boy 19 months old, 
was hospitalized the 15 of January of 
1955, after being ill at home during 48 
hrs, where he was treated with diagnosis 
of acute muco-hemorrhagic colitis. At 
the emergency ward we saw a dehydrated. 
shocked child, with evacuations of bloody 
mucous material, and at the physical ex- 
amination we found a tumoral mass, 
sausage-shaped, in the upper part of the 
right quadrant of the abdomen; the lower 
quadrant was empty (positive Dance’s 
sign). After being prepared, the patient 
went to the Operating Room and we found 
an ileo-colic invagination, with severe 
edema of the gut and adhesions of peri- 
toneal reaction. As we found the intestine 
severely damaged and the invagination ir- 
reducible, we performed a right colectomy, 
resecting en mass the whole invaginated 
ascending colon to the middle of the trans- 
verse colon, with ileo-colic anastomosis, 
to restore the intestinal circulation. The 
patient had an uneventful recovery and 
was dismissed 10 days later. 

Notice that in this case we have intes- 
tinal obstruction, and clinically the patient 
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Fig. 3. Diaphragmatic hernia. Abdominothoracic incision (Carter). Provides excellent 
exposure of the left half of the diaphragm, esophagus, cardiac portion of the 
stomach and spleen. Used specially to treat traumatic diaphragmatic hernia. 


had mucous bloody diarrhea. That is the 
main reason for mis-diagnosing the ill- 
ness when the physicians are not well 
trained. 





Anal Imperforation This is a com- 
mon cause of colonic obstruction in the 
new-born and can be found immedi- 
ately after birth or some 24 or 48 hrs. 
later. 

It can be of three common types: 

1.—Single imperforation of the anal 

membrane. 

2.—Patient 

anal pouch, and, 


with anal fistulas and 
3.—Complete obstruction with un- 
descended gut. 

The clinical findings are those of 
lower bowel obstruction with abdomi- 
nal distension, intestinal patterning, 
respiratory and circulatory collapse and 
dehydration and electrolytic changes. 

The x-ray examination is that de- 
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scribed by Wangesteen in 1930, hold- 
ing the infant with its head upside down 
and taking a scout film of the abdomen 
and pelvis; any gas in the colon will 
rise and outline the distal portion of 
the rectal pouch, giving an indication of 
its position, related to the anal mem- 
brane; films are better than 
postero-anterior. 

We also used to put a little penny 
in the anus 


lateral 


or the cutaneous fold 
where it was supposed to be, hav- 
ing that way in the film a measurement 


of the 
pouch and the skin. 


distance between the colonic 

The treatment is surgical and varies 
with every case, from the simple open- 
ing of the anal membrane, to the com- 
plicated abdomino-perineal route _ to 
lower the rectum. 

Congenital! Stricture; They form part 
of the numerous teratological disturb- 
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ances that can be found. As part of it 
we have seen two cases of obstruction 
due to the peritoneal fold in cases of 
The treatment 
is surgical, according to the case. 


intestinal malrotation. 


B. Obstruction in Adults 
1. Narrowing of the Lumen In this 
group we have seen as common cases, 
the neoplastic strictures and the com- 
pressions from without, The first group 
needs no explanation. It is the obstruc- 
tion of the colon by an intrinsic tumor 
mass, commonly at the rectum or recto- 
sigmoid flexure. The 
progressive and the symptoms which 


obstruction is 
leads to a good diagnosis are those of 
the tumor: bleeding, obstipation, rib- 
bon stools, pain at defecation, etc. The 
completed 


proctologic examination, 


with the endoscopic visualization and 


the X-ray study, will give the diagnosis. 
The treatment will be according to the 
case, a primary resection with end to 
end anastomosis, or an abdomino-peri- 
neal resection with Miles Technic in one 
stage, or in poor risk cases, as excep- 
tion, a previous colostomy to decom- 
press the patient and improve the gen- 
eral condition. 

The compressions from without in- 
cludes mainly tumor problems of the 
pelvic uterine fibromyomas, 
ovarian cysts and in some Cases, pri- 


canal: 


mary genital neoplasms which can com- 
press and later invade the rectum, The 
treatment is that of the particular dis- 
ease which causes the compression. 


2. Obturation Both cases, fecoliths 
and intestinal parasites, are common 
cause of obstruction in Mexico. 


Fig. 4. Diaphragnatic hernia. Posterolateral thoracostomy incision, a. skin incision 
b. incision on the bed of the removed rib. 
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The fecal impaction is seen: 

a) in elderly patients. 

b) due to barium ingested before 
gastric surgery. 


c) in patients with long treatment by 

aluminum gel hydroxide. 

In all cases we have the presence of 
some anatomical and physiological or 
mental disturbances. On the anatomical 
side we have, as very important, the 
megacolon or megasigmoid, 

On the physiological side we have de- 
hydration, low serum proteins, poor 
muscular tone, as seen in very old peo- 
ple, and neuropathic or psychiatric 
factors. 

All these are seen commonly, or part 
of them, in patients with chronic gas- 
which 


pairs the food absorption, as pyloric 


trointestinal disturbances im- 
stenosis, gastric neoplasms, etc. In these 
cases it is very important to have a 
complete clinical history, and the diag- 
nosis is made almost always after digi- 
tal examination and radiological study. 
The obstruction is located low, at the 
recto-sigmoid flexure, and can be felt 
through digital examination commonly. 
The treatment will be directed to obtain 
sphincteric relaxation, by local infiltra- 
tion of the muscles or by general anes- 
thesia; then digital widening of the anal 
canal and extraction of the impacted 
fecolith, digital or instrumental, then a 
wide enema to remove all the colonic 
contents, 





low blood pressure; and at the physical 
examination we found thoracic respira- 
tion, with abdominal movements abolished 
and muscular rigidity of the abdomen. 
The picture had 6 hrs. of evolution when 
arriving at the Hospital. After proving 
by a scout film the presence of free air 
in the abdomen, he was operated with 
diagnosis of duodenal perforated ulcer. A 
sub-total gastrectomy was performed with 
the Hoffmeister technic. 

There was an uneventful recovery un- 
til the 3rd post-operative day. While am- 
bulatory, he presented acute pain, sudden- 
meteorism, pallor and slight shock. The 
X-ray study performed—urgently—showed 
an enormous dilated colon, the point of 
obstruction being the recto-sigmoid flex- 
ure. A digital examination was done and 
we found a fecal impaction, which was 
treated by anal-dilatation and digital ex- 
traction. The fecolith was a_petreous 
mass formed by dried barium and _alu- 
minum hydroxide. The next morning, the 
patient was completely recovered and 
made an uneventful recovery. 








CASE E. O. C. 44 years old male, treat- 
ed medically for duodenal ulcer, with 
aluminum gel hydroxide, and who received 
barium by mouth for an X-ray study the 
day before. The patient arrived on the 
Emergency Service the 9th of June. 1954, 
with diagnosis of acute abdomen. We 
found a shocked patient, with extreme pal- 
lor, severe pain of sudden appearance, 
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Obturation by intestinal parasites is 
a common disease in our practice. We 
found it mainly in children from 3 to 8 
years of age, but we have seen it in 
adults also. 

The 
through a clinical history, and the 
radiological study, but it is a difficult 
diagnosis. 


diagnosis has to be done 


Many times we perform an 
operation with the idea of intestinal in- 
tussusception as we found a sausage- 
like tumour, specially in the right iliac 
At the operating table, how- 
ever, we found the terminal ileum or the 
When we 


found the cause, we treat to mobilize 


fossa. 
cecum packed with worms. 


them into the colon to allow them to cir- 
culate, lessening that way the closed- 
loop obstruction. We then close the 
abdomen and treat them medically. Only 
if we cannot succeed in doing this. we 
and remove the 


open the intestine 
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worms, doing a careful suture of the 
incision; later we give medical treat- 
ment to eliminate the remaining para- 
sites. Sometimes we have found worms 
in the free peritoneal cavity, due to per- 
foration of the gut, causing acute 


generalized peritonitis. 





CASE V. C. P. girl, 4 years 6 months 
old, arrived at the Hospital February 4, 
1955, being ill since two days prior to 
admission, with abdominal pain, fever, 
vomiting and meteorism; she passed stools 
the first day, mucous not bloody, but since 
then she was completely obstipated. At 
the physical examination we found a 
tumor mass, sausage-like, in the right iliac 
region, painful at deep palpation. With 
diagnosis of intussusception she was oper- 
ated upon and we found the cecum and 
terminal ileum completely packed with 
worms, forming a tampon-like mass that 


Fig. 5. Diaphragmatic hernia. 


can not be mobilized up to the colon by 
external manoeuvres. The cecum was in- 
cised and the ascaris removed (more than 
250). The cecum was closed carefully 
with three layers, two of them with non- 
absorbable material. Post-operatively we 
gave medical treatment to eliminate the 
rest of the worms (9 more), and the re- 
covery of the patient was uneventful. 





3. Hernia we have seen very few 
cases of the cecum or sigmoid colon in 
the sac of an inguinal or femoral 
strangulated hernia, but we have seen 
several times a diaphragmatic hernia 
of traumatic origin, with colonic 
strangulation. 

These are very serious cases as the 
colon distended becomes irreducible, 
and gets gangrenous due to circulatory 


impairment, producing severe shock and 





a. After opening the thorax and separating the 
wound edges with a Finochietto retractor, we see the herniated colon, as men- 
tioned. b. After treated the strangulated viscus, the diaphragm is closed with matress 
stitches. 
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even perforation of the gut in the 
thoracic cavity. In these patients most 
of the time we found very light abdomi- 
nal distension. 

To avoid the mistake of misdiagnos- 
ing these cases, we always perform as 
part of the scout X-ray study, in every 


case of intestinal obstruction, two chest 
films, in P.A. and oblique position, as 
we can see easily in them if an abdomi- 
nal viscus is in the thoracic cavity, at 
the same time we can see the diaphragm, 
and as the films are taken with the pa- 
tient in standing position, we can de- 
tect easily if there is free air in the 
abdominal cavity, under the diaphragm. 

We also do the exploration of all of 
the classical weak points for hernia in 
every case of obstruction. Sometimes 
in fat people, if we do not do this, we 
may miss the presence of a strangu- 
lated hernia. 

Treatment of choice is the surgical 
operation of the hernia, and treatment 
of the injured viscus if present. In the 
case of gangrenous colon in the thoracic 
cavity, we have approached through a 
thoraco-abdominal route, the colonic 
resection leaving in the abdomen a 
double lumen colostomy, suturing the 
diaphragm rupture, closing then the 
thoracic wall, and finally closing the 
abdomen. 





CASE J. M. R. 35 years old, male, ad- 
mitted March 10, 1954. The patient was 
ill at home for three days prior to admis- 
sion. When in the Hospital he presented 
severe shock, abdominal pain, slight 
meteorism, dyspnea and cyanosis, and 
complete obstipation for 48 hrs. In the 
anamnesis we found that he was injured 
by stab wound two years before, in the 
7th intercostal space at the axillary line. 

The X-ray study showed: a diaphragm- 
atic hernia, with enormous dilated colon 
in the thoracic cavity, which collapsed 
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completely the left lung, shifting to the 
right the mediastinum and the heart. In 
the abdomen we found meteorism in the 
right colon, and it was pulled to the left 
side, to the diaphragmatic rent. With 
diagnosis of acute diaphragmatic strangu- 
lated hernia of 3 days evolution we started 
the operation, through a_ thoraco-abdom- 
inal route, and we found the left thoracic 
cavity completely filled with necrotic, 
dilated colon, including the great omen- 
tum, which was adherent to the _peri- 
cardium; the pleural cavity was filled 
with black, bloody fluid. A resection of 
the complete strangulated colon was per- 
formed, leaving two Payr clamps in the 
abdominal side of the resected colon, un- 
der the diaphragm, and exteriorizing them 
as the Mikulicz colostomy. After resect- 
ing the thoracic colon, the heart and 
mediastinum regain the normal situation, 
and we closed the diaphragmatic injury, 
then the thoracic cavity and finally the 
abdomen, leaving a double-barreled colos- 
tomy. 

The patient was seriously intoxicated 
and could not regain the original blood 
pressure, dying in shock of irreversible 
type 8 hrs. after operation. 





4. Volvulus Volvulus is an abnormal 
rotation, twisting or torsion of the in- 
testinal tract, sometimes associated with 
knotting of the intestinal loops, and 
with partial, complete or strangulated 
intestinal obstruction. Clinical findings 
are associated with rapid severe dis- 
tension of the closed loop and gangrene 
of early onset due to the intra-mural 
and extra-mural strangulation. We 
have two main types: cecum volvulus 
and sigmoid volvulus, the latter being 
the most common. 

Cecum Volvulus is possible when an 
embryological malformation exists of 
either of the following types: we can 
find a normally placed unattached 
cecum with an unattached mesentery of 
the small intestine, or a normally placed 
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unattached cecum with a partially at- 
tached ileal mesentery. 

The clinical findings are those of in- 
testinal obstruction of colonic type, 
pain, abdominal distension, shock in 
advanced closed loop distension, de- 
hydration and electrolyte depletion. 

The X-ray plates show the distended 
loop of colon, arising from the right 
side of the colon. 

Treatment: Surgical, if the colon has 
been twisted more than 24 hrs, if it is 
possible to find necrosis of the gut, due 
to obstruction of the vascular supply of 
the cecum. If the diagnosis was de- 
termined early, we can put the cecum 
in the normal position and perform 
a cecostomy fixing it to the abdominal 
wall, avoiding further volvulus. 





at the right angle of the colon we found 
an inflammatory band originated by peri- 
toneal reaction to the perforation, extend- 
ing from the duodenum to the colon, 
causing stricture of the latter. The ab- 
normally attached cecum permitted the 
shift to the left upper quadrant as it was 
dilated, producing the volvulus. The 
stricture was severed and the cecum fixed 
to the abdominal wall by a colostomy, 
avoiding a recurrence of the torsion. The 
patient made an uneventful recovery and 
was out of the Hospital a few days after 
the colostomy was closed. 








CASE A. R. L. male, 45 years old, ad- 
mitted to the Emergency Service June 7. 
1953. with diagnosis of perforated peptic 
ulcer. This patient had a previous gas- 
trectomy for duodenal ulcer. At operation 
there was found a little perforation in the 
anastomosis. It was closed and a bilateral 
vagectomy performed. The patient’s re- 
‘covery was uneventful, ambulatory. when 
he presented a sudden meteorism, colicky 
pain, shock and abdominal tenderness on 
the 5th day. We thought of a complica- 
tion of the previous operation and we or- 
dered a scout study of the abdomen, find- 
ing with surprise a big volvulus of the 
cecum, with its bottom close to the spleen 
in the left upper quadran, the bowel being 
enormously dilated. At operation, per- 
formed a half hour later, we found a com- 
pletely free cecum, dilated about 8” wide 
and mobile, erectile, with the vermiform 
appendix also dilated, and being possible 
the complete exteriorization of the cecum 
out of the wound. We performed the de- 
compression through an incision on the 
cecum with a previous purse-string suture. 
and after decompression the cecum re- 
turned quickly to the original place. After 
deflation we found a complete 360° twist- 
ing of the terminal ileum and cecum, and 


Sigmoid Volvulus The largest number 
of cases are found in middle aged and 
elderly patients, but there are some 
cases described in children. We have 
had a case in a girl 8 years old, with 
congenital megacolon, who arrived with 
gangrene of the twisted colon of 72 hrs. 
duration. We performed a colectomy. 
This is the most common type of 
volvulus in our practice, and it varies 
from partial torsion to complete stran- 
gulation of the gut. 

In the advanced cases we have: dis- 
tension, enormous if we have continence 
of the ileocecal valve, pain of colonic 
type, nausea and vomiting. not early. 
and dehydration and shock, especially 
in strangulation. 

As pointed out before, the best aid 
in diagnosis is the X-ray study, which 
shows the dilated cecum and ascending 
colon, and then the completely twisted 
and dilated sigmoid, in the well known 
form, The treatment can be: endoscopic 
deflation in the early and partial cases, 
and surgical in the dilated and com- 
plete cases. The treatment of choice 
will be, decompression, and then, ac- 
cording to the case, resection of the 
megasigmoid if it exists, or only un- 
twisting of the colon in elderly per- 
sons. 
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CASE J. J. M. female, 42 years old. ad- 
mitted to the Hospital Jan. 25, 1955 with 
diagnosis of intestinal obstruction, 40 hrs. 
evolution. At physical examination we 
found a fat patient with a globous ab- 
domen, with a colicky pain, almost con- 
tinuous, shocked and dehydrated. She 
had passed her last bowel movement two 
days before admission, and vomiting in 
the last few hours. The patient had pre- 
sented similar complaints several times 
during the last 10 years, of only few hours 
duration, improving without any particular 
treatment. After the clinical study and 
the X-ray study, a diagnosis of volvulus 
of the sigmoid was made. The blood 
pressure was 90/50 and the pulse rate 
110 p.m. As a routine in these shocked 
patients (to improve the blood pressure 
and to treat the dehydration), we use in- 
travenous fluids or plasma, and if neces- 
sary, an ampule of Levoarterenol diluted 
in 1,000 c.c. of 5% glucose solution, by 
vein. We take the blood pressure rate 





every minute until it raises to a good level. 
After the condition of the patient had im- 
proved, the patient was operated upon 
(three hours after admission). With oro- 
tracheal anesthesia, and through a midline 
incision, we found an enormous sigmoid, 
which was up to the diaphragm. As we do 
routinely in these cases, we perform as a 
first stage the decompression of the bowel, 
doing a purse-string suture in the dilated 
colon and incising it with a knife; it gets 
immediately decompressed, expelling the 
air and suctioning the liquid content. Im- 
mediately we close the purse string suture 
and we put two more layers with cotton. 
At exploration we found a 360° twisting 
of the sigmoid, with a very large bowel 
(megasigmoid) and with changes in the 
bowel wall due to the prolonged circula- 
tory impairment. 


A Mikulicz type colectomy was_per- 
formed. resecting about 45 cm. of sigmoid 
colon, leaving a double barreled colostomy. 


During the operation the patient re- 





Fig. 6. The afferent and efferent loops of the sigmoid are united along two 
taeniae, by two parallel rows of continuous Lembert sutures for a minimum of 
8 to 10 cms. 
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ceived 1,000 c.c. of whole blood and 1,000 
c.c. of 5% glucose solution. Next morn- 
ing we opened the colostomy clamps and 
the patient made an uneventful recovery. 

Later the spur was crushed and the 
colostomy closed in a second stage. The 
daily control of fluid losses through the 
urine, gastric suction, and insensible loss 
by sweating and lungs is always done, and 


Summary 


The problem of colonic obstruc- 
tion, and main differences with 
small bowel obstruction, have been 
discussed, with special reference to 
the importance of the ileo-cecal 
valve and the “closed loop” ob- 
struction. 

The early diagnosis in colonic 
obstruction has been stressed. Typi- 
eal case-records are presented, 
with discussion of differential 
diagnosis and treatment. 


restored with repair solutions. We do 
an electrolytic restoration of imbalance 
in blood every 24 hrs. during the first 
three or four days, when there has been 


severe vomiting or dehydration. In our 
practice we have seen that patients han- 
dled this way have a quick recovery with 
less danger, even in very advanced cases, 
with necrosis of the colon and toxemia. 


Conclusions 


1. The X-ray study is the best help in achiev- 
ing an early diagnosis of colonic obstruction. A 
successful diagnosis is dependant upon close 
cooperation between the roentgenologist and 
the surgeon. 

2. To avoid decompression through gastric or 
intestinal tubes, when the ileo-cecal valve is 
working as a check valve. 

3. Treatment is directed toward an early 
operation, either a radical treatment in one 
stage, or with a colostomy, in two stages. 

4. A better mortality rate has been obtained 
using this method. 


Allende 2, Cayoocan 
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Ano-Rectal Anatomy 


To appreciate and understand an 
anatomical region it is essential to con- 
sider the purpose for which it is de- 
signed and its natural history, that is 
its genesis and development to the 
mature state. 

The functions of the recto-anal tract 
are: 

(1) To provide a path for the ex- 
pulsion of the unwanted and un- 
absorbed contents of the intesti- 
nal tract. 

(2) Subordination of this activity to 
volition (elimination or reten- 
tion, at will of stored material 
in the pelvic colon.) 

(3) Creation of a sense of well being. 

(4) And to 
storage. 

This last function is debatable be- 
cause under normal conditions the rec- 
tum is empty. However, since the ex- 


serve as a site for 


amining digit occasionally encounters 
a full or partially filled rectum and be- 
cause of the peculiar structure, one 
wonders if the rectum is created to act 
as a reservoir as well as the colon im- 
mediately above it. This discussion 
then falls under the heading of (1) the 
direction of the avenue along which 
waste is conveyed to the exterior. (2) 
the architectural and engineering mech- 
anism generating motor power and 
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(3) the nervous and vascular system 
supplying this structure. 

Development and Resultant An- 
atomical Characteristics In the 
early embryonic stage immediately after 
the formation of the endodermal canal, 
its lower end or hind gut is a common 
vesicle receiving the products of both 
the urogenital and intestinal canals. 
From this receptacle, which is called 
the cloaca, a duct leads off and reaches 
to the umbilicus. The latter is named 
the allantoic duct. The impression made 
is that of a tea pot and its spout (Fig. 
la). 

At the junction of the allantoic duct 
and the cloaca there is a downward 
projection of mesodermal or connec- 
tive tissue down to the lower limit of 
the cloaca (cloacal membrane)  sub- 
dividing sinus or space in front and the 
rectum behind. In the partition between 
the urogenital sinus and the rectum, the 
uterus, fallopian tubes and upper part 
of the vagina develop in the female. 
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and in the male, the prostate, seminal 
vesicles and vas deferens. Should there 
be a defect in the wall barrier separating 
the rectum and urogenital sinus nor- 
mally, a communicating path would 
exist, thus explaining the occurrence 
of congenital recto-vesical, recto-uterine, 
recto-vaginal and recto-urethral fistulae. 

The rectum as it appears first is up- 
right, and to a great extent an abdomi- 
nal organ, and remains so at birth and 
childhood. Its destiny is linked with 
the development of the pelvis and espe- 
cially the sacrum and the coccyx. 

One of the functions of the pelvis is 
to house the rectum and urogenita] 
structures. But in the fetus and in the 
child the pelvic basin is too small to ful- 
fill this requirement, and it is only at 
puberty that a complete pelvic domicile 
is provided for the rectum and its uro- 
genital neighbors. 

The sacrum and the coccyx are 
straight and narrow in the immature 
pelvis. But with the assumption of 
the upright posture by the child and the 
advent of locomotion, there is a progres- 
sive increase in size of pelvic space 
and muscle pull on pelvic bones. To 
compensate for the forward convex 
curve of the lumbar spine (essential for 


Fig. la 
Urogenital 


9 roove 
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Allantois 


Cloaca 


maintenance of the erect position and 
equilibration of the torso) the sacrum 
and coccyx acquire a curve in the oppo- 
site direction; that is concave ventrally. 
And the rectum, whose direction is 
closely allied to the supporting sacrum 
and coccyx, assumes a similar curve. 
The rectum, as seen in a lateral view, 
has a concavity, facing forward, which 
it continues for 114 inches beyond the 
coccyx until it reaches the pelvic dia- 
phragm. 

This is a muscular partition arising 
from surrounding bones, from the pubis 
in front, ilium at the sides, and the coc- 
cyx from behind. It forms a sling sup- 
porting and suspending the structures 
which pierce it, especially the rectum 
whose longitudinal muscle fibres blend 
with those of the pelvic diaphragm. This 
latter muscle then, when it contracts, 
would elevate or levate the rectum, or 
more correctly the anal part of the rec- 
tum, and is therefore designated as the 
levator ani. The distinction will be 
made as we go along. 

These muscle fibres, from their dif- 
ferent bony sites of origin, meet in 


front, the sides and in back, to anchor 
and steady the rectum and anus. That 
of the 


levator 


muscular component 


Fig. Ib 


Uterus 





Vagina 
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Pubis 


Puborectalis m. 








Fig. 2 


which originates in front from the back 
of the pubis divides into two bands, 
meeting each other in back of the rec- 
tum angulating it forward and acting 
as a sphincter. This muscle is named 
the pubo rectalis (Figs. 2 & 3). That 
part of the lower intestinal tract that 
lies below the site of the pubo rectalis 
angulation curves downward and _ back- 
ward, is about 11% inches in length and 
That 


part which lies above the angulated site 


is spoken of as the anal canal. 


and has a forward concavity is regarded 
as the rectum. The levator and muscu- 
lar diaphragm, together with its thor- 
aco-abdominal counterpart above, con- 
tract synchronously with the abdominai 
wall musculature to increase the intra- 
abdominal pressure. Coincidently, the 
pubo rectalis and all other sphincters 
are relaxed, the rectum is straightened 
and pulled up over the column of faeces, 
which is pushed out by increased intra- 
abdominal pressure. 

From what has been said thus far, 
one can not help wondering why the 
term rectum was ever used, and the im- 
plication of straightness of this part of 
the intestine is even more questionable 
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Fig. 3 


when it is viewed from before back- 
wards. 

The appearance and shape of the rec- 
tum as seen in the frontal plane are 
due to a divergence in function from 
that of the upper large intestine of 
which the rectum is the lower terminus. 

A caecostomy or a colostomy of the 
ascending or adjoining middle of the 
transverse colon will discharge a liquid 
stool; an opening in the distal middle 
transverse and in the descending colon 
will eject semi-solid or soft faeces; in 
the pelvic colon the contents are quite 
solid. Evidently there has been an 
absorption of water in the large gut, 
more so in the ascending and proximal 
middle transverse colon and in the pel- 
vic colon, and less in the distal middle 
transverse and descending colon. Actu- 
ally, in the ascending and adjacent 
transverse colon there are antiperistaltic 
waves, presumably to delay onward 
progress of the contents, to facilitate 
water extraction. To conform with this 
function, there is an attenuation of the 
longitudinal muscle fibres which appear 
in the large intestine. These longitudinal 
bands are called teniae. Since these 
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teniae are shorter than the other com- 
ponents of the gut wall, sacculations are 
seen, due to the pull of the shortened 
bands, 

When the pelvic colon is reached, the 
teniae are transformed to their pre- 
vious state, as longitudinal muscle 
fibres covering almost the entire an- 
terior and posterior surfaces. The un- 
covered sides form sacculations due to 
muscle pull. However, the rectum, un- 
like the upper colon, does not function 
as a mechanism of water absorption, 
but rather as an agent of motor power, 
and is completely surrounded on all 
surfaces by longitudinal muscle. There 
may be a slit at the side, but not endugh 
for the creation of sacculations. On the 
contrary, the pull of the longitudinal 
fibres invaginate the underlying circu- 
lar muscle, submucous and mucous 
membrane into the rectal lumen form- 
ing named the 
Valves of Houston, which may be 
large enough to interfere with the pass- 
age of a surgical instrument or an enema 
tube. At the site of the location of 
the valves, the rectum deviates laterally. 
There are usually three such lateral 
bends, although there may be more. 
Where the peritoneum is reflected off the 
rectum, there is constantly present a 
flexure with its concavity facing to the 
right. Above and below this point 


valvular structures, 


there are two other lateral bends whose 
concavities face toward the left. The 
rectum as seen from the front resembles 
a cork screw. 

The presence of the valves of Houston 
are thought to create a larger surface 
for storage; and at the same time help 
to support a faecal column, just as 
valves in the veins of the lower ex- 
tremity support a column of blood. 
This conception, together with the dilata- 





tion of the lower end of the rectum 
called the ampulla, lend support the 
contention that the rectum may function 
as a storage organ as mentioned at the 
beginning of this discussion. 

The Proctodeum The ano-rectal 
tract that has been described up to this 
point is really a modification of the 
primitive cloaca, shut off from the ex- 
terior by the cloacal membrane. There 
must be a break through if the rectum 
is to fulfill its purpose. 
there is an infolding (an invagination) 
of the skin covering derived from that 
layer of the embryo called the ectoderm 


Consequently, 


(outer layer), whose assignment is to 
cover and protect, which skin usually 
does. 

This invaginated skin of the peri- 
neum forms a canal lined with ecto- 
derm which extends to the rectal cloa- 
cal membrane. The ectodermal-lined 
canal is the proctodeum. The cloacal 
membrane is broken through, the proc- 
todeum joins the entodermal (inner 
layer of embryo) lined rectum, and an 
open pathway is established between the 
If the 


cloacal membrane is not broken down. 


exterior and the intestinal tract. 


the resultant clinical condition is a con- 
genital imperforated anus. The rem- 
nants of the cloacal membrane may be 
large or thick enough to irritate the 
somatic nerve supply and be the cause 
of pruritus ani. 

The junction line of the proctodeum 
and the anal canal is called the “White 
Line of Hilton” and is located at the 
muco-cutaneous meeting site, but is not 
always seen as a line. What is seen 
here is a picket fence or comb-shaped 
border, named the pectinate line. The 
line of Hilton and the pectinate are not 
really the same. The pectinate line is 
formed by a blend of the entodermal 
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cells of anal mucosa (which are ar- 
ranged in 


columns-columnar  epithe- 
lium) with the 
shaped ectodermal cells of the procto- 
derm, obscuring the White Line of 
Hilton. 

This site is clinically important be- 
cause it has been estimated by Pember- 
ton, Milligan and others that 80% of 
all proctological ailments occur, here, 
and can be well understood by an in- 


squamous-cuboidal 


spection of anatomical characteristics 
of this location. On examination of 
this region it will be seen that mucous 
membrane proximal to the pectinate line 
is lifted off the surface of the mucosa 
to form columns called the Columns of 
Morgagni. The reason these columns 
come into being is that arterioles, veins, 
nerves and lymphatics course in the 
submucosal region, elevating the mucous 
membrane outside of it into folds. The 
lower ends of these columns are con- 
nected by bridges of mucosa forming 
cusps and are called valves, or more 
specifically the Valves of Ball. Above 
the valve is a sinus or a crypt into which 
a foreign body in faeces may lodge and 
burrow its way beneath the lining of 
the proctodeum, forming a fissure in 
ano which ends in the skin surrounding 
the anal opening, bulging it out to form 
the so-called false or sentinel pile. 

The excruciating pain that charac- 
terizes a fissure in ano leads to an in- 
quiry into the anus on both sides, that 
is above and below the pectinate line. 
The autonomic nerve supply of the 
region above does not carry any sensory 
fibres, so that a lesion such as a tumor 
may exist without early detection. The 
nerve supply below (or the proctodeum) 
is of somatic origin, richly endowing 
this zone with sensory nerve endings 
by way of the inferior hemorrhoidal di- 
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vision of the pudendal nerve. This ex- 
plains why an injection for internal 
hemorrhoids which lie above Hilton’s 
line, is painless, and the exquisite pain 
which is coincident with an injection 
into the infra-pectinate area, or a 
thrombotic hemorrhoid which has in- 
vaded this locality. In general it may 
be said that diseases of the skin occur 
below this line of demarcation, dis- 
orders of the mucous membrane above, 
true hemorrhoids, superior, false hemor- 
rhoids inferior. 

Following is a brief summary of the 
conditions occurring at the mucocutane- 
ous line, some of which have al- 
ready been mentioned, others will be 
recalled under proper 
headings: 

1) Painful lesions below: such as 
thrombotic 


subsequently 


ano and 
hemorrhoids. 

2) Painless lesions above: tumors. 

3) Site for rupture of ischio-rectal 
abscess into anal wall. 

4) Replacement of external sphinc- 


fissure in 


— 


ter by the internal. 
5) True hemorrhoids above; exter- 
nal hemorrhoids below. 
6) Lymphatic drainage above the 
line leads into sacral and hypo- 
gastric nodes. Those below lead 
into inguinal nodes. 
) Pruritus ani. 
8) Strangulated hemorrhoids. 
) 
) 


\o 


Imperforate anus. 
19) Fistula in ano, 

Anal Sphincters Alongside the 
cleft of the embryonic invaginated ecto- 
dermal anus, two hillocks appear, one 
on each side. These arise from a pro- 
liferation of the mesodermal tissue un- 
derlying the ectodermal skin covering, 
causing a bulge or the hillock men- 
tioned. Mesoderm is the precurser of 
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the tissue binding organs together (con- 


nective tissue) and muscle. These 


muscle masses surround the anus, below 
the pectinate region and form anal 
sphincters. 

















Circular 
muscle 


Mucous 
membrane 


Internal 
Sphincter 


External 


Muco-cutaneous 
junct ion 


Fig. 4 


There are three external sphincters: 
subcutaneous, and deep. 
(Fig. 4). 


The subcutaneous is attached to the 


superficial 


skin surrounding the anal outlet pucker- 
ing it and giving it the appearance of 
an umbrella-ring. On a deeper plane 
to the subcutaneous sphincter, is the 
superficial, which also envelopes the 
anus, being anchored to the coccyx be- 
hind and to the perineal body in front. 
giving to the anal opening an ovoid 
appearance. 

Next in depth is the deep sphincter 
muscle which encircles the anal wall, the 
fibers of one side crossing those of the 
other in front, intermingling insepa- 
rably with the muscles of the perineum 
and the puborectalis, and securing itself 
on the ascending rami of the pubis 
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Sphincter 


from which the deep sphincter is appar- 
ently suspended. 

The rectal and anal canals, like the 
rest of the intestinal canal, has mucous, 
submucous, inner circular and outer 
longitudinal muscle layers. The circu- 
lar muscle fibres, just above the upper 
border of deep 
thicken, to form the internal sphincter, 
the lower border of which can be pal- 


The 


prominent longitudinal fibres lie to the 


external sphincter, 


pated by the examining finger. 


outer side of the internal sphincter and 
to the inner side of the deep, and super- 
ficial sphincter, and also the pubo rec- 
talis, uniting and mixing with these 
muscle fibers, thus contributing to the 
formation of the anal sphincters and 
helping to hold or suspend them. 

After the longitudinal muscle column 
spends the adjacent 
sphincters it looks fibrous, divides into 
three columns which find their way to 
the skin with which fusion 
forming three septa. The ano-muscular 
septum the subcutaneous 
sphincter and the lower border of the 


its muscle in 


is made 
between 


internal sphincter concerns us because 
it is a cause of strangulated hemorrhoids 
and indicates the place where a fistula 
will enter the wall of the anal canal. 
The examining digit can feel this sep- 
tum on the inner or deeper surface of 
the subcutaneous sphincter. 

On inspection of the anal opening, the 
wrinkling of the surrounding skin can 
be seen, which is due to the pull of 
the subcutaneous sphincter. The finger 
entering the anus first touches the subcu- 
taneous sphincter and then above it, the 
ano-inner muscular septum.  Fistulae 
in ano frequently penetrate the anal 
wall between the subcutaneous sphinc- 
ter and the septum, In order to reach 


the internal opening of this fistula it 
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would be necessary to cut through the 
subcutaneous sphincter, which can be 
done without impairing volitional con- 
trol of the anus according to Milligan 
and Naughton. They found too, that 
the superficial external sphincter could 
also be cut and in fact, if a part of the 
ano rectal ring were left intact, (pre- 
sumably the deep sphincter), control 
would be maintained. 

It would seem that if the entire ex- 
ternal sphincter were severed, that the 
internal sphincter and the pubo-rectalis 
component of the levator ani should 
assume the function of control. Whether 
this is actually so would of course be 
for the rectal surgeon to say. It would 
be conceivable, judging from the ana- 
tomical arrangement, that the pubo- 
rectalis and the internal sphincter would 
play some part in the maintenance of 
rectal continence. Nash states, in his 
book on Surgical Physiology, that when 
the extrinsic nerves of both sphincters 
(external and internal) are destroyed, 
the local ganglion cells act as an anal 
center, developing tone and establishing 
continence, so that evacuation occurs 
only intermittently. 

The Vascular Pattern The discus- 
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sion of the vascularity of the rectum 
requires a brief preface on the role as- 
sumed by the peritoneal covering. 

The greater part of abdominal ali- 
mentary tract (stomach, jejunum, ileum 
and part of the colon) are anchored to 
or slung from the back bone by two 
folds of peritoneum which become con- 
tinuous around the gut which they en- 
velope. This is called a mesenter; 
(Fig. 5). The vascular supply comes off 
the extra-peritoneal aorta lying on the 
vertebral column and enters the space 
between the mesenteric folds to reach 
the intestinal wall. 

The duodenum, ascending and de- 
scending colon do not have mesenteries. 
They did have at first, but because these 
structures were rotated, making contact 
with the abdominal wall, one of the vis- 
ceral layers of the mesentery fused with 
the parietal peritoneum and the other 
visceral layer covering the blood vessels. 
plastered the gut on the abdominal wall 
immobilizing it (Fig.-6). 

In other words, when you open up the 
abdomen and look at the ascending and 
descending colon, it is not suspended 
by a mesentery carrying blood vessels. 
They are overlaid by a peritoneal fold 
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which continues over the abdominal 
wall and conceals blood vessels under 
that fold which run to the mid-posterior 
wall or the spinal column. That part 
of the large gut distal to the lower end 
of the descending colon did not rotate 
and consequently retained its mesentery. 
This is the pelvic colon, which is usually 
16 inches in length, but may vary any- 
where from 6 to 36 inches. It is 
irrelevant to the main theme of this 
presentation to enter into a detailed de- 
scription of the pelvic colon or its other 
designation, the sigmoid, except to say 
something about its mesentery. 

Due to the rotation of the descending 
colon and the maintenance of the origi- 
nal position by the gut distal to the de- 
scending colon, the pelvic colon mesen- 
tery assumes an inverted V shape. 

The ascending limb runs along the 
external iliac artery medial to the psoas 
major as far as the bifurcation of the 
left common iliac artery. The descend- 
ing limb runs down the middle of the 
sacrum as far as the middle of the third 
sacral vertebra. Here the pelvic colon 
ends, and here begins the gut which as 
no mesentery and is bound to the sac- 
rum by pelvic fascia. This mesentery- 
free gut below the termination of the 
pelvic colon, is the rectum. 

The rectum, then, can be defined as 
that part of the large gut without a 
mesentery, extending from the middle 
of the 3rd sacral vertebra to within 114 
inches beyond the coccyx to the levator 
ani. That part of the gut between the 
levator ani and the external opening is 
the anal canal. 

The blood supply to the pelvic colon 
comes from the inferior mesenteric ar- 
tery by way of left, middle and right 
sigmoid branches coursing through the 
meso-sigmoid, Within this mesentery 


is also found the terminal branch of the 
inferior mesenteric artery destined to 
supply the rectum, called the superior 
hemorrhoidal artery. The right sigmoid 
vessel as a rule comes off the superior 
hemorrhoidal. 

Now the rectum has no mesentery to 
convey its blood supply. So, the su- 
perior hemorrhoidal artery leaves the 
lower border of the sigmoid mesentery, 
divides into two main branches which 
encompass the rectum, and run to the 
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Fig. 7 

A—Ligation at point ''A'' should give 
adequate supply of blood to rectum. 

B—If ligated at point "'B'' no blood can 
reach the rectum from its main 
source, the inferior mesenteric 
artery, sigmoid collaterals or from 
the mid-rectal or inferior hemor- 
rhoid. 

C—A "critical area"’ which may become 
gangrenous if the superior hemor- 
rhoidal artery is ligated at ''B”. 

X—Sudeck's critical point. 
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anterior rectal wall. In its course it 
gives off branches which penetrate the 
muscular wall, enter the submucous 
space, run down under the mucous 
membrane, protruding it into columns, 
the columns of Morgagni. The rest of 
the tract is supplied by small (and oc- 
casionally absent) middle hemorrhoidal 
branches anastomosing with the su- 
perior hemorrhoidal above and the in- 
ferior hemorrhoidal below. The in- 
ferior hemorrhoidal arteries supply the 
anal sphincters, and come from the in- 
ternal pudenal, and will be mentioned 
again in exposition of the ischii-rectal 
fossae. In any study of the arterial tree 
in the mesosigmoid, attention must be 
given to what is known as Sudeck’s 
Critical Point. 

An examination of the schematic dia- 
gram below will be more explicit than 
any word description in making clear 
Sudeck’s Critical Point (Fig. 7). 

It will be seen that if the superior 
hemorrhoidal artery be ligated at the 
place designated B, then no blood can 
possibly reach the rectum from its main 
source, the inferior mesenteric artery, 
sigmoid collaterals or from the mid- 
rectal or inferior hemorrhoid. The 
middle hemorrhoidal is not always 
present, and is of such small calibre that 
it can not be depended upon for a col- 
laterial supply. Nor can reliance be 
put on the inferior hemorrhoidal, which 
expends most of its contents on the 
anal mucosa and sphincters. Then, gan- 
grene of the gut should follow. 

However, if the vessel is tied at the 
site designated as A, above the junc- 
tion of the sigmoid ima (right sig- 
moid branch) and superior hemorrhoi- 
dal, there should be an adequate 
supply of blood to the rectum. The 
place marked by a cross, where the sig- 
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moid ima comes off the superior hemor- 
rhoidal, is Sudeck’s Critical Point. Ac- 
cording to Sudeck the superior hemor- 
rhoidal should be tied at the promontory 
of the sacrum. Not all surgeons and 
anatomists agree that there is a Criti- 
cal Point as described. Sudeck injected 
a dye into the inferior mesenteric ar- 
tery and described the pattern which 
bears his name. 

In the cadavers that I have seen, it 
seems that the superior hemorrhoidal 
can be cut close to the gut and receive 
blood from neighboring sigmoid col- 
laterals. An actual Critical Point could 
be made out in 3 of every 10 cadavers. 

Under these conditions, before the 
rectum is resected, it would be well to 
attempt to investigate the blood supply. 
and especially the presence or absence 
of a Sudeck’s Critical Point. 

Venous Circulation The venous 
blood is drained away from the ano- 
rectal path following a pattern closely 
akin to that of the arteries. 

The veins accompanying the superior 
hemorrhoidal artery empty into the in- 
ferior mesenteric vein, which latter ter- 
minate in the portal hepatic venous 
system. The middle and inferior hemor- 
rhoidal veins reach the inferior vena 
cava by way of the internal iliac veins, 
into which they empty. A common con- 
nection is then established between the 
portal and caval systems, so that hepatic 
cirrhosis obstructing the portal veins 
or damming back of blood into the liver 
by a failing heart are reflected by 
dilated rectal veins or hemorrhoids 
which may rupture or bleed, providing 
a safety valve mechanism. 

The superior hemorrhoidal vein pene- 
trates the muscle coat of the rectum to 
end beneath and in the mucous mem- 
brane, down the columns of Morgagni, 
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and terminate at Hilton’s Line. Since 
these veins have no valves and must 
withstand pressure of venous blood 
from rectum up to the liver, it would 
seem that they would be just as prone 
to formation of varicosities as the 
venous system of the leg, and more so 
because the latter are equipped with 
valves and the former are not. Further- 
more, the upright position, the com- 
pression of the rectal veins within 
muscles contracting vigorously in 
straining at stool and pregnancy, all are 
contributing factors to formation of rec- 
tal varicosities or hemorrhoids. 
Hemorrhoids of the terminal, ending 
of the superior hemorrhoidal veins are 
internal and true hemorrhoids which 
occur above Hilton’s Line (Fig. 8 
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Fig. 8 


It will be seen from the diagram that 
middle hemorrhoidal veins are in com- 
munication with the superior hemorrhoi- 
dal above and the inferior hemorrhoidal 
below by means of submucous plexuses 


of veins (Fig. 9). 
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When hemorrhoids forms above Hil- 
ton’s Line they are prevented from 
reaching the mucous membrane and 
the skin by the ano-muscular septum 
which is attached to the skin of the 
muco-cutaneous line. Consequently the 
hemorrhoid and its mucous membrane 
bend and prolapse. The groove formed 
by pressure of the ano-muscular septum 
strangulates it and causes a thrombotic 
hemorrhoid. 

Dilatation of veins below the line of 
Hilton are called false or external 
hemorrhoids. They are varicosities of 
the middle and inferior hemorrhoidal 
veins, 

A subsiding thrombo-phlebitis of 
these veins will leave dog-eared tags 
which are designated as external hem- 
orrhoids. 

A ruptured perianal vein will form a 
hematoma which may appear as a 
bluish swelling and be regarded as an 
external hemorrhoid. 

The sentinel pile is not really a 
hemorrhoid but an undermined piece of 
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skin due to a fissure in ano, as already 
described. 

Lymphatic Drainage The efferent 
lymph drainage from this region is in 
three directions. That from the anal 
canal, and for a distance 3 centimeters 
from the anal verge, is toward the in- 
guinal lymph nodes in the upper part of 
the thigh, and thence to the nodes along 
the external iliac vessels. The region 
above the latter, at the lower level of 
the internal sphincter, drains into lymph 
channels coursing laterally along the 
levator ani to its origin, and also to 
ischio-rectal fossae and into the obtura- 
tor nodes. 

From these it reaches the channels 
and nodes accompanying the external 
iliac vessels. The region next above 
follows the superior hemorrhoidal ves- 
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sels into nodes along the bifurcation of 
the aorta and the inferior mesenteric 
vessels. 

Ischio Rectal Fossa The region 
surrounding the rectum is triangular in 
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shape. The apex is the point at which 
the levator ani meets the obturator 
muscle, which latter lines and _ origi- 
nates from the side wall of the pelvis 
(Fig. 10). 

This can perhaps be better visualized 
by putting a marker on the ischial 
tuberosity and another on the anal wall. 
If the skin covering between these two 
sites were cut through, the exploring 
finger would find that the wall of the 
pelvis from the ischial tuberosity up 
bounds this space laterally, This wall 
is covered by obturator muscle, which 
is in turn covered by pelvic fascia, 
known as the obturator fascia. 


The iliac portion of the levator ani 
comes to obturator fascia above, and is 
enveloped in a sleeve of fascia. This 
part of the levator, with the fascia on 
its under surface, are applied to the 
anal and rectal wall forming the medial 
boundary of this space, the ischio-rectal 
fossa. 


In the obturator fascia of the lateral 
wall there is a pocket (Alcock’s Canal), 
conducting the internal pudenal artery 
and nerve towards their destination. 
The inferior hemorrhoidal artery and 
nerve are given off here to supply the 
external sphincter and to give sensory 
innervation to the region below Hilton’s 
Line. 


The levator ani and its fascia blend 
with the anal wall between the internal 
and external sphincters, and leave a 
weak spot for rupture of an ischio-rec- 
tal abscess with formation of a fistula 
in ano in this region. The ischio-rectal 
fossa space communicates posterior to 
the rectal wall with the fossa of the 
other side, explaining horse-shoe shaped 
fistula. 
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Hemorrhoids 


A System of Office Proctology 


There is a double purpose in the selec- 
tion of the term “Hemorrhoids” as a 
title. 

First: “Hemorrhoids” is the usual 
self-diagnosis made by sufferers from 
rectal trouble. 

Secondly: The presence of hemor- 
rhoids is the frequent accompaniment 
of other pathology to be found in the 
rectum and anus. 

Purpose In this discourse the fol- 
lowing is a statement of purpose. 

First, it is planned to outline briefly 
the rediscovered information relating to 
the cause and effect of a group of ano- 
rectal diseases, or more properly termed 
pathological complex. As an example, 
seldom does the presence of internal 
hemorrhoids play a solo part. Their 
advent is often the result of a preceding 
disorder. 

The intention, next, is to suggest a 
method designed to treat, not only the 
resulting disease manifestations, but to 
make the attempt to deal with the 
causative situation. 

Criteria There are certain princi- 
pal criteria that should influence the 
adoption of a method of management. 

First: the apparent fundamental 
cause should be sought and treated in 
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its turn. We should not be content to 
deal solely with its manifest end re- 
sults, 

Next: Any disability associated with 
its management should be kept at a 
minimum. 

Lastly: The convalescent period 
should be made relatively free of pain; 
meaning the distress that is usually as- 
sociated following the performance of 
rectal surgery. 

It is the knowledge of the latter, 
the feared post-operative disability, 
that has become the principal deterrent 
to the submission by the public to the 
performance of rectal operations. 

There have been many conditions 
ascribed as the cause, but few of these 
can account for any except the oc- 
casional incidence. Although, one or 
more of these same factors can serve as 
a trigger impulse to set off the occur- 
rence of an acute episode. Some of 
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t ADDITIONAL ETIOLOGY 


|. Mechanical 

A. Pressure changes in venous blood 
return. 

|. Gravity, ordinary living, strain- 
ing, lifting, standing. 

2. Passive and mechanical stasis 
from results of back pressure; constipation, 
pregnant uterus, retroposition of fundus, 
pelvic and perineal relaxation (cystocoele 
and rectocoele). Abdominal and pelvic 
tumors, hypertension of portal system (cir- 
rhosis of liver). Passive congestion of car- 
diac decompensation. 

Il. Other 

A. Congenital anomalies, infantile pro- 
lapse, weakness of venous walls, absence of 
valves in veins. 

B. Nutritional deficiencies, psychic 
emotional strain, and poor habits of hygiene, 
traumatism, diet, spices, roughage in intes- 
tinal contents, senility, and allergy. 

Ill. Infection and Infestation 

A. With protozoa, bacteria, fungi, 

and pin worms. 











these are listed in the table above.+ 

It is of historical interest to note that 
as long ago as the 1800’s, Hermann dis- 
covered and described the anal crypt- 
duct-gland systems. Even at that time, 
clinical significance was attached to their 
presence. 

In the present century this informa- 
tion was rediscovered, after it had been 
lost for an interim of years. 

Thus, a new impetus was given to 
the subject when a number of investi- 
gators published their monographs. Al- 
though it was not until 1946 that the 
clinical significance concerning the anal 
gland system was included, and its im- 
portance emphasized in the pages of a 
text book. (Ambulatory Proctology— 
Cantor). 

Incidence The persistence of the 
vestigial embryonic anal glands, it is 
estimated, can be demonstrated in about 
50% of the public. These subjects, 
then, have become candidates for the 
development of rectal disorders, It is 
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thought that about 70% of this num- 
ber evidence signs of deep seated infec- 
tion in those structures at some period 
of their lives. During its course of de- 
velopment there usually are staged peri- 
ods of acute episodes, followed by in- 
termissions of latency. Each manifes- 
tation on subsidence leaves some degree 
of trouble as a permanent residue. The 
latter is additive in effect, so that 
eventually the disability is constantly 
manifest. 

Rectal disease, then, may be in evi- 
dence at any age between the time of 
infancy through the period of old age. 

The basic requirements for much 
rectal disease is the persistence of the 
vestigial embryonic anal glands that 
lead by ducts into the anorectal crypts. 

The next facility is provided by the 
position of the crypts as well as their 
shape. 

The crypts, pointing in the upstream 
direction, as they do, can serve as 
miniature funnels. Thus they offer a 
good invitation for the introduction of 
infection from the contents of the 
bowel lumen. 

Infection, then, has the opportunity 
to become parenterally diffused and dis- 
seminated in several ways, as follows: 

By means of: 

1. Breaks in the continuity of the lin- 
ing of the crypt-duct-gland system. 

2. Lymph spaces and channels, 

3. The rich venous hemorrhoidal net- 
work-system at which site two 
venous circulations overlap. Thus 
the returning blood is lead in two 
directions by: 

a. The portal circuit. 
b. Systemic circuit. 

The basic or fundamental condition 

can be summed up as: 
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The pervasion of infection parenter- 
ally, the facility being provided by the 
persistence of the embryonic crypt- 
duct-gland system. 

This can be termed: 

‘The Common Denominator," 
which background condition can lead 
in turn to the development of one or 
more of a group of disease manifesta- 
tions, that appear as end results. 

The Effects of Parenteral infec- 
tion The mechanism of progression of 
infection can lead to a diversified series 
of end results. 

Infection is followed by the usual in- 
flammation, with its congestion of blood 
vessels and exudation of serum, involv- 
ing not only the rectal wall. but the 
perirectal tissues as well. 

This in turn brings about a complex 
sequence of events such as: 

Swelling and dilatation from stasis of 
the rich hemorrhoidal plexus of veins. 
When this stretching of the walls of the 
veins is carried beyond their elastic 
limits, the final result is the formation 
of multiple varicosities beneath the rec- 
tal mucous membrane. 

The groups of bulging varicosities 
during their formation succeed in strip- 
ping up the linings of the rectum and 
of the anus from their basement at- 
tachments. The result is hemorrhoids. 

Another effect of venous stasis can be 
the formation of venous thrombi, lo- 
cated beneath the anal lining, usually in 
line with, and immediately distal to the 
internal varicosities. 

The stripping up of the mucous mem- 
brane of the rectum, together with the 
detachment of the anal lining, consti- 
tutes a combined hemorrhoid. 

When these loosened tissues become 
sufficiently redundant, prolapse follow. 

Loss of elasticity of the anal lining 


from the effect of inflammatory edema 
can result in the development of a 
fissure with its telltale sentinal “hemor- 


rhoid.” A split occurs as in the advent 
of a sunburned lip. 

Inflammatory blocking of the orifice 
of the duct of an infected anal gland 
can initiate the formation of an abscess 
which, either on incision or rupture, 
completes a fistulous channel. 

Hypertrophied papillae may be in- 
duced by inflammation due to the pres- 
ence of infection in the adjacent anal 
crypts. 

By pervasion of the lymphatic spaces, 
infection can spread subcutaneously as 
a chronic cellulitis with its accompany- 
ing red streaks and perianal cutaneous 
blush. 

Secondary infection and scratching 
can add to the conditions of dermatitis, 
irritative eczema, and pruritis. 

Reflex sphincter spasm can _ bring 
about the symptoms of low back pain, 
as well as it can create distress in the 
region of the upper thighs, An addi- 
tional result can be a rectal type of 
constipation. 

Organisms residing here can serve 
also as a source of focal infection. 

Chronic irritation can set up the pro- 
duction of untoward nervous impulses 
that can be broadcast throughout the 
distribution of the involuntary nervous 
control mechanism. 

This can bring about neurotic inter- 
ference in the diencephalon. Also these 
impulses create states of functional im- 
balance that can be felt throughout the 
extent of the sympathetic and parasym- 
pathetic nervous system. 

Method of Management The pre- 
ferred objective of any procedure, natu- 
rally, would be to make the attempt to 
eliminate the cause. 
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This applies in the present instance 


to the obliteration of the infected lin- 
ing of the vestigial embryonic crypt- 
duct-gland systems, and to the interrup- 
tion of their pathways of communica- 
tion with the fecal current. 

In the following described technique. 
an attempt is made to accomplish this 
end by means of electro-surgical in- 
cision and coagulation, 

As a preliminary to the main event, 
(that is incision and coagulation of the 
anal gland systems), it is often advan- 
tageous to carry out certain other pro- 
cedures first: 

The use of a series of sclerosing 
hemorrhoid injections serve to shrink 
the hemorrhoidal varicosities. This 
maneuver often reduces to a marked 
degree much of the local swelling and 
congestion, and prepares the way for 
the performance of the main event. 

Or it may be necessary to treat first, 
such secondary conditions as fungus in- 
fections, amoebiasis, pin forms, peri- 
rectal abscesses, as well as interfering 
proctitis from other- possible causes. 
When present, it may be expedient to 
treat first, any acutely painful condition 
that can interfere with examination or 
treatment, such as fissures, and throm- 
botic hemorrhoids. 

The two latter conditions may be 
rendered immediately painless by the 
infiltration of an analgesic into the 
cellular issue lying immediately be- 
neath them. 

For long lasting relief a repository 
oil base analgesic may be used such as 
“Zylcaine.” (Procaine base in oil, for- 
mula-—Abbott) . 

With this plan, painful thrombotic 
hemorrhoids will be resorbed spon- 
taneously without the necessity of in- 
cision. 
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Main Event 1. One hour before the 
time of surgery, give medication in or- 
der to induce a mild degree of sedation. 

2. With the patient on the table 
utilize the effect of “Trilene,” using the 
Duke University inhaler mask. This 
may be done in order to cut down pain 
appreciation, while the repository anal- 
gesic is being infiltrated. 

3. Prepare the site of operation in the 
usual manner, 

4, Spot six intradermal wheals of 1% 
of novocaine perianally in the perineal 
skin. 

5. Next comes the infiltration of the 
oil menstrum repository analgesic, This 
is to be fanned out in two planes. It 
is to be placed, both in the plane of 
the perineum, as well as in the plane 
that lies in parallel with the lumen of 
the anal canal. 

Limit its placement to the region of 
the subcutaneous cellular tissue. The 
analgesic effect has an average duration 
of about 3 weeks, and makes immediate 
ambulation possible. 

Surgical Procedure 6. Locating 
crypt-duct-channel. 

Insert speculum; withdraw obturator 
and remove slide. Locate crypt opening 
through slot in speculum (Goldhach- 
er’s) by the use of a fine wire probe 
bent into the shape of a short hook. 
With this as a pilot guide, the crypt 
hook is passed along side it in the down- 
ward direction (caudad). Gently follow 
the course of the crypt-duct-gland chan- 
nel. This will be in a longitudinal di- 
rection along and beneath the anal lin- 
ing. Carry the point of the crypt hook 
along to the limit of extension of each 
gland, even to the level of the perineal 
verge or beyond. The concealed por- 
tion of the probe is utilized to tense 
and elevate this portion of the anal 
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lining. It now acts as a ridge pole. 

7. Incision and coagulation. 

The radio knife is now utilized to 
incise down to and along the buried por- 
tion of the crypt hook. 

The infected lining or the gland sys- 
tem is thereby coagulated. This to- 
gether with the resulting scar will serve 
to interrupt the communication through 
the duct and crypt with the fecal cur- 
rent. 

On elevating the anal lining by means 
of the crypt hook the sphincter muscle 
is protected. In making these incisions 
any pecten bands present are inter- 
rupted also. i 

When all of the incisions are com- 
pleted they will number eight, occasion- 
ally ten, usually four to a side. Each 
corresponds to the former location of 
a crypt-duct-gland system. They will 
be seen to lie in parallel, extending 
through the length of the anal canal. 
In between them are intervening strips 
of anal lining. 

3. Amputation of redundant, prolaps- 
ing intermediate strips. 

These redundancies, when present, 
are the remains of one or more preced- 
ing troubles, such as: 

Combined hemorrhoids, the mummi- 
fied remains of sclerosed internal hemor- 
rhoids, skin tags of former thrombotic 
hemorrhoids, sentinel tags of fissures, 
and hypertrophied papillae. 

If one or more of these intermediate 
strips are unduly redundant as a result 
of anorectal prolapse, they may be re- 
moved as follows: 

The selected loose strip is double 


clamped longitudinally and amputated 
by the use of the radio knife. After 
removing one clamp, the remaining 
compressed tissue is coagulated before 
the removal of the second clamp. 

Usually it is necessary to remove 
not more than three such narrow strips. 
The position of these correspond to the 
usual sites of the internal -hemorrhoids. 
Two on the right side (antero-lateral 
and postero-lateral), and one on the 
left side (postero-lateral) . 

Leave adequate anal integument to 
give a satisfactory plastic result on heal- 
ing. No sutures are required. 

The parallel longitudinal incisions 
on healing serve to reaffix the remain- 
ing loose linings. 

9. Insert a plug of gauze type Oxycel. 
This is to be placed within the grasp 
of the sphincter muscle. 

Allow it to remain in place for a 
period of about twenty-four hours be- 
fore removal. 

10. The patient is given a hypo- 
dermic injection of 714 gr. caffeine 
sodium benzoate, and a cup of black 
coffee to drink, and allowed to walk 
out of the office to his awaiting means 
of transportation. 

During the time of the operation an 
ampoule of adrenalin in oil is kept on 
hand in reserve for use intramuscularly 
in case of a possible show of sensitiza- 
tion to procaine, or to give if any evi- 
dence of vasomotor depression makes 
its administration advisable. 

The office is equipped with an oxy- 
gen tank, though it has never been 
found necessary to use it. 


Summary 


The title of “Hemorrhoids” was 
chosen, because it is the usual self- 


diagnosis made by sufferers of 
rectal trouble. 
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This paper deals with the use 
of an ambulatory technique. It 
serves as a system for the practice 
of office proctology. 


It outlines the newly rediscov- 
ered concept relating to the funda- 
mental background conditions, 
which by their nature can lead to 
certain end results that are of com- 
mon occurrence in rectal path- 
ology, — namely, hemorrhoids, 
thrombotic, combined, and senti- 
nel; hypertrophied papillae, fis- 
sures, fistulae, perirectal absces- 
ses, anorectal prolapses, anal and 
perianal dermatitis, eczema, proc- 
titis, pruritus, anal spasm, focal 
infection, reflex nervous phe- 
nomena, referred distress and pain. 

In most instances, these com- 
monly encountered conditions in 
the rectum and anus are considered 
to be, not so much the disease it- 
self, as they are to be thought of 
as representing a set of terminal 
events, occurring as a result of 
progressive sequence. 

“The Common Denominator’’. 
The first requirement is the per- 
sistence of the vestigial embryonic 
anorectal glands of Hermann that 
serve as a suitable background to 
initiate trouble. 


Next, since their ducts empty 
into the crypts, as they do, then 
the crypts (with their funnel 
shaped orifices, that point in the 
upstream direction) are well placed 
so as to invite and divert infection 
from the septic fecal stream, as a 
source. 


Also an original surgical tech- 
nique is offered. It is designed in 
an attempt to find a remedy, not 
only for the management of the 
manifest end results, but as well 
to devise a means of dealing with 
the fundamental or background 
condition. 

This method of management 
offers several advantageous fea- 
tures. 

1. It is ambulatory. 

2. It tends to guard against the 
usual painful postoperative experi- 
ences suffered by most rectal cases. 

3. Its simplicity makes it pos- 
sible of office performance. 

4. It attempts to deal with the 
underlying causes as well as to 
treat their end results. Thus re- 
currences are minimized. 

5. The surgical event is less 
mutilating, less traumatizing, less 
bloody, since electro-surgery is 
utilized, and because it is preceded 
by the use of sclerosing hemor- 
rhoid injections which shrink the 
hemorrhoidal varicosities. 


a. A minimum of tissue is 
sacrificed. 
b. No sutures are used. 


6. It saves the expense of hos- 
pitalization. 

7. For the majority of those 
who may be employed, it saves the 
loss of wages for a period of time, 
varying from ten days to three 
weeks, since the average patient 
may return to work the day fol- 
lowing the performance of  sur- 
gery. 


Addenda 


Preparation of Patient for Sur- 
gery Patient arrives at the office early 
by previous appointment, without eat- 
ing or drinking. 
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The rectum has been washed out the 
previous night by means of normal salt 
enemata (or a Fleet’s enema, disposable 
unit may be used.) 
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Evipal Grs. II is taken two hours 
previous to operating time before the 
patient leaves home. 

Demerol, mg. 50 (H) or methodon, 
mg. 10, together with the addition of 
two antihistaminics, dramamine and 
Chlortrimeton Maleate, are administered 
14 hour before surgery after arrival at 
office, 

The patient, while on the operating 
table, assumes the left lateral Sim’s 
position, 

The field of operation is shaved. 
scrubbed with Hexachloraphine liquid 
soap, treated with alcohol, and painted 
with a mercurial antiseptic. * 

Post Operative Management 
Transient vomiting mav occur as the 
patient first sits up. Drinking black 
cofiee helps to offset the effect of the 
previously given sedative. 

Also the use of 714 grains of caffeine 
sodium benzoate (H) may be given in 
addition for the same purpose. 

After the lapse of one half hour the 
patient is able to walk out to the await- 
ing automobile, but should be assisted. 

Provide a driver both coming and 
going, because of the previously given 
sedative. 

On arrival at home the patient may 
recline for a period of time for the pur- 
pose of sleeping off any remaining ef- 
fects of the sedative, after which time 
he should be encouraged to arise and 
move about. He may lie down again 
if necessary, but not for a period longer 
than 20 minutes at a time, the purpose 
being to change the position frequently. 

Those, who are employed, may re- 


sume work as usual the following day, 
although overly strenuous activities 
should be avoided. At the same time 
the taking of a suitable diet and the re- 


sumption of daily bowel movements 
should be encouraged. The morning 
after the operation they are instructed 
to take a heaping tablespoonful of 
saline laxative. 

Dressing are provided only for the 
purpose of protecting the clothes. Flats 
made up of soft old muslin may he 
used by pinning them into the seat of 
the underwear. 

Blood stained serous drainage is to 
be expected, more profuse the first ten 
days. Thereafter, some drainage, scanty 
in amount will occur until all of the in- 
cisions have had an opportunity to 
granulate in and are healed. 

During the period of the perform- 
ance of the operation, it is advantage- 
ous to have handy a 1 cc ampule of 
adrenalin in oil for use (if necessity de- 
mands), because of the rare occurrence 
of allergic sensitivity to the procaine 
base contained in the analgesic. This 
may be given also if any evidence of 
vasomotor depression makes its admin- 
istration necessary. An oxygen tank is 
always on hand, but so far its use has 
never been required. 

For purposes of cleanliness and com- 
fort, hot sitz baths are useful. 

The patient should report to the of- 
fice periodically at suitable intervals, 
until the incisions are healed. 

Ascorbic acid, 500 milligram size, 
t.i.d.p.c. are useful for the purpose of 
accelerating the healing process. 
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The first operation of this nature was 
performed by me on H. Leon Jones, 
M.D., as the patient, in the year 1933. 

Doctor Jones had been acting as a 
collaborator in the initial researches 
leading to the development of this tech- 
nique. 

The Bureau Consulting Service of the 
Publishers of Nelson’s Loose Leat 
Surgery, furnished us on request ab:- 
stracts of articles on a rectal nature. 

Among these was an abstract that 
described the formula for a Procaine 
Base Oil Repository Analgesic. 


Anal Ducts—Comparative and Developmental 
Histology, Claude C. Tucker, M.D. C. Alex- 
ander Hellwig, M.D., Archives of Surgery, Octo 
ber 1935. 


Malcolm R. Hill, M.D. Anal Intections En- 
countered in General Practice. California Medi- 
cal Journal, August 195!—Annals of Western 
Medicine and Surgery. 

H. Mark Young, M.D. Anorectal Fistulae 
Historical Background and Modern Treatment. 

Annals of Western Medicine and Surgery, 
May 1948. J. Peerman Nesslerod, B.S.M.Sc. 
(Med) M.D. F.A.C.S., F.A.P.S. Proctology in 
General Practice—Text Book Pub. W. B. Saund- 
ers, Co., 1950. ; 


This formula had appeared in the 
“British Journal of Surgery.” 

The early supply was compounded 
and sterilized for our use by the local 
Pharmacist in the Taft Building, Holly- 
wood and Vine Street, Hollywood, Calli- 
fornia. No pharmaceutical House in 
the United States had manufactured this 
product at that time. 

As far as I can determine this was 
the first time for it to be used as an 
anesthetic in a rectal operation in the 
United States. 

1470 South Cypress 





FELLOWSHIP KEY 


A Fellowship Key of 10K Gold, as illustrated, is now available to 


Fellows of the International Academy of Proctology. 





the key. 
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Applications for the Fellowship Key should be made to the office 


of the Secretary, 147-41 Sanford Avenue, Flushing 55, N. Y. 


A check in the amount of $15.00 should accompany the order for 
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BOOK REVIEWS FOR PROCTOLOGISTS 


PROBLEMS IN AMOEBIASIS by Charles 
William Rees, Ph.D. Head, Section on Proto- 
zoal Diseases Laboratory of Tropieal Dis- 
eases National Microbiological Institute— 
National Institutes of Health, United States 
Public Health Service, Bethesda, Maryland. 
Publishers Charles C. Thomas. 119 pages. 
Price $4.75. 


One of the most challenging problems to 
the physician and to the investigator is the 
diagnosis of amoebiasis. This book gives an 
excellent review of the methods of recovery 
and identification of Entamoeba histolytica. 
By far the most outstanding section of the 
book shows how it is possible, through the use 
of antibiotics combined with a special tech- 
nique of microisolation, to eliminate all other 
microorganisms in a fecal suspension contain- 
ing E. histolytica. 

There is a chapter dealing with experimental 
chemotherapy of amoebiasis in vitro as well as 
in laboratory animals. With its emphasis on 
techniques, this book is a must for students 
as well as investigators of the various prob- 
lems of amoebiasis. Of special interest to 
the proctologist, the internist and the pedia- 
trician is the chapter on the etiology, path- 
ology, and therapy of amoebiasis. The author 
is to be commended for an extremely lucid 
text covering all phases of a vital problem. 


THE WELL-ADJUSTED PERSONALITY by Phillip 
Polatin, M.D., Assistant Clinical Professor of 
Psychiatry, College of Physicians and Sur- 
geons, Columbia University; Associate Clini- 
cal Psychiatrist, Chief, Female Division, New 
York State Psychiatric Institute 


and 
Ellen C. Philtine. 266 pages, First Edition, 
J. B. Lippincott Co. Price $3.95, 


This book attempts to offer preventive psy- 
chiatry for the layman. Insofar as the average 
emotional disturbance is concerned, the in- 
telligent layman may profit by reading self- 


help books. This book calls for intelligent 
readers, and these are the readers who usually 
consult a psychiatrist anyhow. 

The book is well written and _ sufficiently 
authoritative to be of value. The physician 
may find the book of interest for himself in 
many ways. The section on adjusting to ones 
work should help the reader in his effort to 
achieve a mature sense of values. 

The viewpoint that “nobody is normal al- 
ways” will help many patients to understand 
themselves. This book may be recommended 
to the intelligent reader with an emotional 
problem. 


RECENT ADVANCES IN RADIOLOGY by 
Thomas Lodge, M.B., Ch.B.(Sheff.), F.F.R., 
D.M.R., Consultant Radiologist, United 
Sheffield Hospitals; Consultant Radiologist, 
Sheffield Regional Hospital Board; Clinical 
Teacher in Radiodiagnosis, University of 
Sheffield: Hon. Editor, Journal of the Faculty 
of Radiologists. 182 Illustrations, 358 pages, 
Little, Brown and Company, Boston, 1955. 
Price $10.50. 3rd Edition. 


As the author states, “This edition of Re- 
cent Advances In Radiology is . . . written 
rather from the standpoint of the radiologist 
working in a general hospital, in an endeavor 
to relate recent work to his particular require- 
ments and problems as opposed to that of 
the specialist radiologist.” 

However, there is considerable reference. 
justifiably, to work that is not particularly 
“recent.” Basic radiological thinking is neces- 
sarily included. 

A vast field is covered, from neuro-radiology 
to radiology of the alimentary canal, the 
cardio-vascular system, etc. 

The proctologist will find an especially in- 
teresting section on diseases of the large 
bowel. The technique and media for the 
opaque enema, a consideration of Hirschs- 


—Continued on page 160 
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Designed for complete versatility 
...examination, biopsy, treatment 

Well rrocro-siGmowoscore’ 
The Turell Procto-sigmoidoscope fea- tube is incorporated in the shaft of the 
tures a powerful lighting system; assur- tube through which fluid may be intro- 
ing brilliant proximal illumination, A | duced or removed, smoke incident to 
light carrier is available for those who _ coagulation withdrawn, or culture me- 


prefer distal illumination. A suction dia introduced and withdrawn for bac- 
teriologic study. 





*4 or with Proximal and Distal Illumination”, 
25, No. 4, April 1949. 


Surgery, Vol. 


Precision-engineered 
by A.C.M.1. crafts- 
men and backed by 
the A.C.M.1. guar- 
antee of sound de- 
sign and flawless 
workmanship 






















Basic Set, for 
General Practitioner, 
Internist, or 

General Surgeon: 





Anoscope tube (3” x 7%”) 





See the with obturator 
Turell Procto- Sigmoidoscope tube (10” x 74”) with obturator and 
sigmoidoscope fitted with small suction tube connected to Luer type stopcock 
a 
a your dealer's Insufflation lens cap Insufflation bulb 
or write for full F : 
in : Detachable handle with swivel-mounted lamp and two extra bulbs 
formation : : Phi : 
for proximal illumination Conducting cord 


Current controller for 115 volt, 50-60 cycle Alternating current 


ESTABLISHED IN 1900 BY REINHOLD WAPPLER 


FREDERICK J. WALLACE, President 


Anerican (ystoscope Makers, Ine. 


NEW YORK 59, N. Y. 





1241 LAFAYETTE AVENUE 











BEAUTIFUL DOOR PRIZES 
to those who attend the Eighth Annual Convention of the 


INTERNATIONAL ACADEMY OF PROCTOLOGY 
The Drake Hotel, Chicago, Illinois, April 23 to 26, 1956 


Each physician’s registration card will be numbered. Drawings* will be held the 
night of the Banquet. It is not necessary to attend the Banquet to win any one of 


the following prizes: 


GOULD STETHOSCOPE 


This new-type stethoscope has been donated 
by Borcherdt Malt Extract Company, manu- 
facturers of Borcherdt Malt Soup Extract. 


BRISTOL-MYERS GIFT BOX 


A complete set of Bristol-Myers famous prod- 
ucts, including Sal Hepatica. 


AM-FM RADIO 


This entertaining prize is the contribution of 
Burton-Parsons Ce., manufacturers of L.A. 
Formula. 


NORMA PEN-PENCIL and ZIPPO 
LIGHTER 

These useful and attractive items have been 

donated by Ciba Pharmaceutical Products, 

Inc., manufacturers of Nupercainal and other 

prescription specialties. 


SPEIDEL WATCH BRACELETS 


Six of these have been donated by Desitin 
Chemical Co., manufacturers of Desitin Hemor- 
rhoidal Suppositories with Cod Liver Oil. 


ATTACHE CASE 


This top-grain cowhide case has two compart- 
ments; one for papers and the other for a 
small amount of clothing. It is the donation of 
the Fuller Pharmaceutical Co., manufacturers 


ef Tucks. 


GIFT CERTIFICATE—WISCONSIN 
CHEESES 

This certificate is good for an assortment of 

delicious Wisconsin cheeses. It has been do- 

nated by Otis E. Glidden & Co., manufacturers 

of Zymencl (emulsion) and Zymelose (tablets 

and granules). 


EELY-OSS RR and COLLY-OSS 


These sets have been donated by the manufac- 
turer, Mason Laboratories; over 45 sizes and 
styles of these lightweight surgical appliances 
are available. 

N.B. The winning physicians may arrange an 
exchange with Mason Laboratories for the size 
and type required. 


PHARMASEAL ENEMA 


This ready-to-use, disposable enema has been 
donated by its manufacturer, Pharmaseal Lab- 
oratories. 


DESK SET 

Consisting of a fine quality letter opener and 
scissors set encased in a pigskin leather case. 
Both scissors and letter opener are made of 
high quality Spanish Toledo Steel, handles of 
both are finished off in pure gold plate. This 
is the donation of U. S. Vitamin Corp., manu- 
facturers of Pantho-F Cream. 


Presence at the Banquet is necessary in order to win any of the following: 





BEAUTIFUL IMPORTED GERMAN APOTHECARY JARS 


The perfect ethical office decoration (if your wife doesn’t see it first!). THE AMERICAN 
JOURNAL OF PROCTOLOGY, official publication of The International Academy of 


Proctology, is donating four apothecary jars as individual door prizes. 
* Officers and employees of the academy are not eligible to win any. of the above prizes. 
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prung’s disease, diverticula, etc., is included. 

The text is very well written, carefully and 
well illustrated, and brings the reader up to 
date on the newer developments in radiology. 
It will be of value to the general practitioner 
as well as to the radiologist. 


CLINICAL ROENTGENOLOGY —The Lungs 
and the Cardiovascular System, Emphasizing 
Differential Considerations, Volume III by 
Alfred A. de Lorimier, M.D., Radiologist, 
Saint Francis Memorial Hospital, San Fran- 
cisco, California, Consultant in Radiology 
for the United States Army, at the Letter- 
man Army Hospital, Consultant in Radiation 
Therapy for the United States Public Health 
Service at the U. S. Marine Hospitat, San 
Francisco, California, Formerly, Command- 
ant, The Army School of Roentgenology: and 
Henry G. Moehring, M.D., Radiologist, 
Duluth Clinic, Duluth, Minnesota, Formerly, 
Director, The Army School of Roentgenology; 
and John R. Hannan, M.D., Radiologist, 
Cleveland, Ohio, Radiologist, Lake County 


Memorial Hospital, Painesville, Ohio, Form- 
erly, Director, Medical Training, The Army 
School of Roentgenology, Associate Profes- 
sor, Diagnostic Roentgenology, The Frank E. 
Bunts Educational Institute, Cleveland Clinic 
Foundation, Staff, Department of Roent- 
genology, Cleveland Clinic Foundation. 
Charles ‘C. Thomas, publisher, Springfield, 
Illinois, U.S.A. 512 pages, 760 illustrations 
(5 in color), 705 references. Price $20.50. 


This is one of the best volumes on Radio- 
logic diagnosis known to this reviewer. The 
authors emphasize useful, everyday clinical 
diagnostic methods, discuss common potential 
sources of error, and integrate the X-ray 
diagnostic methods with the total picture of 
each condition described. 

This is based upon a very wide experience, 
and a basic understanding of the needs of 
the clinician. The illustrations are especially 
good, and larger than average. 

The text is very complete, and will be use- 

—Continued on page 162 








COLOPLAST comes in pack- 
ages of 10. Two sizes of ad- 
herent surface: Regular 7.5 
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The Disposable Colostomy & Ileostomy Bag 


@ Liquid and defecation proof @ Airtight and odorless 
@ Disposable—easy to change @ Reasonably priced 
© Non-Irritating 


@ Saves Dressing Linen 
and time 





x 7.5 cm., Large 9 x 10 cm. 


List Price: 


* 10 Regular $1.50 
# 20 Regular 2.90 
* 100 Regular 13.00 
« 10 Large 1.80 
*# 20 Large 3.40 
100 Large 15.60 


Hygenic COLOPLAST is recommended by numerous patients, 
doctors and nurses. It adheres directly to the skin—no band- 
ages or belts are needed and the user is free to exercise, 
partake in sports, even take warm tub baths! COLOPLAST 
can also be used for abscesses and fistulas. 


Send for free sample *Pat. Pend. 


GUDRUN FREDERIKSEN, R.N. 
438 Oakland Ave., Oakland 11, California TW 3-0798 
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Whenever rough wood-pulp tissue' will 
aggravate a perianal lesion... 
USE— SOFT, SOOTHING, CONVENIENT Tuc mS 


COTTON FLANNEL PADS, WITCH HAZEL............... 
IMPREGNATED WITH] GLYCERIN 
A SOLUTION OF DISTILLED WATER 


PRESCRIBED AS A SOOTHING DRESSING OR HYGIENIC AID: 


e for general hemorrhoidal care e in pruritus ani and vulvae 
e after anorectal surgery 
e after episiotomy 

e@ as a replacement for toilet paper in pinworm invasions 


e in pediatric perianal dermatitis 


SUPPLIED: jars of 40 and 100 with plastic envelope for carrying. 


‘Toilet paper is harmful to patients with proctologic disease...” 
Snapper, |., in discussion of Connors, R. J.: Surgery in Proctologic Cases, 
Rev. Gastroenterol. 20:753 (Oct.) 1953. 


|“. SUCCESSFUL PROCTOLOGIC SURGERY 
| DEPENDS ON METICULOUS AFTER-CARE”' 


...1S recommended for efficiently 


re-establishing normal daily stools yar ocil 


‘ after anorectal surgery 


HYDROCIL Superior hydrophilic compound of highly re- SUPPLIED: 
fined psyllium mucilloid and very finely divided Hydrocil Fortified Capsules— 
karaya gum, dispersed in pure dextrose. bottles of 30 and 100 


HYDROCIL fine enough for postsurgical prescription, is | Hydrocil eeconcag oz. and 
REGULAR: inexpensive enough to prescribe for careful 4ydrocil Regular J 1-Ib. slip- 


e : : : labeled 
corrective treatment of Simple Constipation. Guatanere. 





HYDROCIL incorporates 2 mg. acetphenolisatin in each 

FORTIFIED 5 Gm. A new synthesis of the laxative prin- 
ciple of prunes, acetphenolisatin adds the 
mild stimulation to the bowel needed in two to four capsules daily. 
intractable Constipation and certain post- 
anorectal surgical cases. 





Useful in the treatment of con- 
Stipation in patients who prefer 
the capsule dosage form. 





New Hydrocil Fortified Capsules contain re- } 
fined psyllium mucilloid; methylcellulose and Cie, 5; eee ee Seem, 
acetphenolisatin. Usual adult dose is only a SSRI: SE) Oe, 


“Bulk producers such as... Hydrocil . . . combined with an anti- spasmodic 
. .. in proper and effective dosages usually lead to satisfactory bowel habits.’’! 


-) I SAMPLES AVAILABLE ON REQUEST TO... 
fu er PHARMACEUTICAL COMPANY ¢ MINNEAPOLIS 4, MINN. 
» ; 
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ful in every X-ray department and to every 
clinician who uses flouroscopy or X-ray in 
his practice. 


A MANUAL OF CLINICAL ALLERGY by John 
M. Sheldon, M.D., Professor of Internal 
Medicine, University of Michigan Medical 
School; Assistant to the Chairman of the 
Department of Postgraduate Medicine; Phy- 
sician in Charge of University of Michigan 
Allergy Clinics; Director of the Montgomery 
Allergy Research Laboratory. 


an 
Robert G. Lovell, M.D., Instructor in In- 
ternal Medicine, University of Michigan 
Medical School. 

and 
Kenneth P. Mathews, M.D., Assistant Pro- 
fessor of Internal Medicine, University of 
Michigan Medical School. 413 Pages, Fig. 
27, Tables 15, W. B. Saunders Co. $8.50. 


No physician can practice medicine with- 
out considering allergy. Since the proctologist 


deals with allergic colon and pruritic in- 
volyements, and the allergies resulting from 
antibiotics and other drugs, he should be in- 
formed in this field. The same may be said 
for the general surgeon, the gastroenterologist, 
and practically every other branch of medicine. 

A Manual of Clinical Allergy offers suffi- 
cient information for the average physician. 
There is an excellent section in this manual 
on Pollen and Mold Identification. Of course, 
the text would be of particular interest to the 
allergist. 

It is well written, well illustrated—insofar 
as such text lends itself to illustration, and 
relatively complete. 

Both the proctologist and the gastroenterolo- 
gist will be especially interested in the ex- 
cellent chapter on Food Allergy and Gas- 
trointestinal Allergy. 

Every practitioner should be acquainted 
with the chapter on the Psychologic Aspects 
of Allergy. 


—Continued on page 164 





PAINLESS Rectal Surgery! 











The goal of the proctologist achieved: 





@ RECTOCAINE offers freedom from pain both before and after 
surgery! 


@ RECTOCAINE permits immediate 
Proctology—Cantor) 


@ RECTOCAINE may be used in hospital or office to treat or pre- 


vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


RECTOCAINE 


The Oil Soluble Anesthetic of Choice. 
Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


‘oa F. KIRK Co., 521 W. 23rd St., N. Y. 11, N. Y. 


(Ambulatory 


ambulation! 





Boxes of 6, 
25, or 100 5cc. 
sterile ampuls. 
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THE PRACTICE OF DYNAMIC PSYCHIATRY 
by Jules H. Masserman, M.D., Professor of 
Neurology and Psychiatry, Northwestern Uni- 
versity, Chicago, Illinois. 790 Pages, W. B. 
Saunders Company, Philadelphia, London. 
1955. 


This text is a further consideration of the 
principles and application of principles of 
Biodynamics in clinical psychiatry. The au- 
thor had written originally on the integration 
of physiologic. and psychologic concepts of 
behavior (biodynamics) in a volume entitled 
“Principles of Dynamic Psychiatry.” 

The first part of the present text outlines 
and details the clinical investigation of human 
behavior in terms of the psychiatric examina- 
tion, techniques of securing psychiatric history, 
psychodiagnostic testing, etc. This material 
is very well presented and well organized. 
Part II of the text describes the various types 
of behavior disorder, emphasizing the be- 
havioral tendencies of a patient in establish- 
ing diagnoses. 

The third part of the text offers case studies 
and communications, and an interesting sec- 
tion on psychiatric liaison with jurists, at- 
torneys and insurers. Part IV discusses con- 
cepts of emotions and feelings, affect, self 
and cosmos. The author’s concepts are in- 
teresting and useful to a full understanding 
of the volume. 

The final section of the book, covering 
clinical therapy, is an excellent review of 
current dynamic concepts, especially of psy- 
choanalysis. The author integrates these con- 
cepts with medical and social data. 

This is a very well developed text, and it 
deserves careful study by the psychiatrist, 
and by all physicians interested in psychiatry 
and psychosomatic medicine. It will be par- 
ticularly useful, of course, for the analyst. 


THE DIABETIC'S COOKBOOK by Clarice B. 
Strachan, distributed by University of Texas 
Press, Austin, Texas. 303 pages. Price $6.50. 


Every diabetic, and every physician who 
treats diabetes, will benefit by reading this 
interesting cookbook. The author’s interest 
in diabetes developed as a result of her son’s 
diabetes. She assembled recipes and menus, 
and organized these into the present book. 

Every recipe indicates the total mounts 
of carbohydrates, proteins, fats and calories. 
The book is practical and can be recommended 


to the diabetic. 
—Continued on page 166 
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N EW and specially formulated 
for more effective and 


sustained relief in 


anorectal conditions 


RECTAL DESITIN OINTMENT affords unusually effective 
‘relief from pain, irritation, inflammation, itching, con- 
gestion, and discomfort in non-surgical hemorrhoids, 
anorectal irritation, pruritus, uncomplicated fissures, 
proctitis, inflammatory cryptitis, papillitis and perianal 
dermatitis. 

Outstanding Advantages: (1) a special tacky consistency 
for prolonged efficacy. (2) a unique wetting agent for 
intimate, thorough coverage. (3) Norwegian cod liver 
oil to stimulate healing. 


Formula: RECTAL DESITIN OINTMENT contains high grade, 
Norwegian cod liver oil, zine oxide, lanolin, talcum, sodium lauryl 
sulfate, petrolatum q.s. Does not contain local anesthetics, narcot- 
ics, or “caine” drugs which might mask serious anorectal disorders. 





Available on your prescription in tubes of 11/2 0z., with a safe, flexible applicator. 


Liberal sample supply on request. 


DESITIN CHEMICAL COMPANY 
70 Ship Street e Providence 2, R. I. 


New RECTAL DESITIN OINTMENT is not to be confused with regular DESITIN OINTMENT. 
‘FR ss RAE  R  M igee RBr 








BOOK REVIEWS 


—Continued from page 164 





MEDICAL RESEARCH: A Midcentury Survey 
Vol. 1. American Medical Research in Prin- 
ciple and Practice. 765 pp. Vol. Il: Unsolved 
Clinical Problems in Biological Perspective. 
740 pages, edited by Esther Everett Lape 
and Associates. Published for the American 
Foundation, Boston by Little, Brown & Com- 
pany, Price $15.00 the set. 


It is not necessary, of course, to emphasize 
the importance of fundamental research to the 
physician. However, there is no doubt that 
we would do well to remind ourselves that the 
major advances in medicine have been achieved 
in recent years through the research labora- 
tories. Of course, accidental discoveries such 
as pencillin, X-ray and radioactivity continue 
to play an important role in medical advances. 
However, it is not likely that a cure for 
cancer will be found accidentally. 

This intensive survey of Medical Research 
in terms of its leadership and financial support, 
is one of the finest presentations on the sub- 
ject available in today’s literature. Credit 
for this splendid editorial presentation goes 
to Miss Esther Everett Lape and her col- 
leagues. 

It is a penetrating survey, indicating in 
Volume I the principal agencies involved in 


medical research, and discussing in con- 
siderable important detail in Volume II the 
unsolved clinical problems in biological per- 
spective. The discussions of the nine diseases 
used to illustrate the importance of research, 
and to present the unsolved remaining prob- 
lems, should be required reading for all phy- 
sicians. 

These are volumes that should be in every 
medical school and hospital library. 

The basic theme and conclusion of these 
volumes is that the major problems of medi- 
cine will be solved in terms of basic research 
in biology, physics, chemistry and in atomic 
energy. This appears to be a valid conclusion. 


CASIMIR FUNK ... Pioneer in Vitamins and 
Hormones by Benjamin Harrow. 18 Illustra- 
tions, 209 pages. Price $4.00. Dodd, Mead & 
Company, New York, 1955. 


The life of Casimir Funk has not been 
publicized, and yet he is the inventor of the 
word “vitamin,” and one of the major pioneers 
in vitamin study. Of course, he is well known 
professionally for his research in biochemistry. 
Apparently Funk has been a pioneer in the 
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Extract 


A gentle laxative modifier of milk. Just 1 or 2 tablespeon- 
fuls in day's formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives = 


easy 





GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 
are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. 
a eet parent “gp ex- Samples and literature on request 

sium corbonote, In 8 of and ~BORCHERDT MALT EXTRACT CO, 
16 oz. bottles. 217 N. Wolcott Ave., Chicago 12, Ill. 
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TILT on the 





Proctologic Table 





Again, Ritter saves you more energy... 
more time for efficient treatment of your 
patients. The new Ritter Type 7-D-41 Proc- 
tologic Table brings you smooth, effortless, 
automatic hydraulic tilt. A light touch of the 
toe tilts this Ritter table to the exact position 
you wish. Both hands are left free to reassure 
your patient. Table is returned smoothly and 
quietly to horizontal by a touch of the toe. 
The automatic tilt mechanism is incorporated 
with the hydraulic base and has the same 
reliable smooth operating qualities. 


Compare these Ritter features... 

e Automatic, hydraulic base and tilt mechanisms. 

Full 18 inch elevation range .. . 29” to 47”. 

Maximum head-low of 50°. 

180° rotation. 

New side panels improve appearance and protect 

patient. 

© Table top 20” wide . . . meets all requirements, 
saves valuable treatment room space . . . offers 
greater accessibility to patient. 

Own this new Ritter Table for about a dollar 

per office day under the Ritter Professional 

Equipment Plan. Ask your Ritter dealer for 

complete details or write the Ritter Compa- 

ny, Inc., 3116 Ritter Park, Rochester 3, N. Y. 








Ritter AY Company Inc 


only Ritter 
makes it so easy... 


COMPARE THESE RITTER FEATURES 





A light touch of the toe and the table tilts 
to the treatment position you wish. 





Another touch of the controls with the toe and 
the table returns smoothly to horizontal. 
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Especially whenever tender skin is irritated by heat, 
moisture or chafing, AMMENS Powder gives a prompt 
feeling of soothing comfort. 

AMMENS’ starch granules, evenly dispersed in talc, provide 
an absorbent coating on irritated skin. Oxyquinolin 

and zinc oxide, blended in the powder, help protect macerated 
crevices against bacterial invasion. 

For skin comfort—especially following strenuous work or 
play, or in hot weather—keep a can of AMMENS close at hand. 


BRISTOL-MYERS COMPANY 
19 West 50 Street, New York 20, New York 


Distributor for Charles Ammen Co., Alexandria, Lovisiana 
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ACTH 





By adsorption of ACTH on zinc hydrox- 
ide, Cortrophin-Zinc permits extension of 
ACTH activity for a period of 1 to 3 days. 
This minimizes the therapeutic “ups and 
downs” which may occur during ACTH- 
in-gel therapy and provides smooth corti- 
cotropin action for a truly extended period. 


Cortrophin-Zinc is easier to handle than 
gelatin preparations. An aqueous suspen- 
sion, it flows easily through a 26-gauge 
needle, eliminating preheating, clogging 
syringes, and heavy-gauge needles that add 
to the pain. 


Cortrophin-Zinc is supplied in 5 cc vials 
each cc containing 40 U.S.P. units of cor- 
ticotropin with 2 mg. of zinc. 


CORTROPHIN’ ZINC 


*T.M.—Cortrophin Available in other countries as Cortrophine-Z 


a development of Organon Ince. 
ORANGE, N. J. 


We salute today’s medical schools during Medical Education Week, April 22-28 






*Patent Pending 
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field of sex hormone study (especially the 
male hormone), as well as in the vitamin in- 
vestigations. 

The book recounts his early life, his work 
to date, and does so in an interesting and 
factual style. The author, an intimate friend 
of Dr. Funk, writes from the viewpoint of the 
scientist as well as a friend. 


MUSIC AND YOUR EMOTIONS—Prepared 
for the Music Research Foundation, Incorpo- 
rated, by Alexander Capurso, Ph.D. Director 
of the School of Music, Syracuse University; 
Vincent R. Fisichelli, Ph.D. Department of 
Psychiology, Hunter College; Leonard Gil- 
man, M.D., Diplomate, American Board of 
Neurology and Psychiatry, Emil A. Gutheil, 
M.D. Diplomate, American Board of Neu- 
rology and Psychiatry; Jay T. Wright, Ph.D. 
Director of the Workshop in Intergroup 
Education, Columbia University Teachers 
College; and Frances Paperte, Founder, 
Music Research Foundation, Incorporated. 
128 pages. Liveright Publishing Corpora- 
tion, New York. 


I have been asked to review this little book 
inasmuch as it has been my practice to use 
music as a therapeutic agent during surgery. 
This use of music to quiet disturbed surgical 
patients has been imperative. There has been 
no doubt in my mind that music does elicit 
psychosomatic reactions, and influences mood. 
I have found this most valuable in conjunc- 
tion with “local anesthesia” and (caudal) in 
the management of ambulatory proctologic 
surgery. 

It is good to find a practical guide to music 
selections associated with desired emotional 
responses. 

As a supportive technique in psychotherapy 
music has not been overlooked. It is not easy 
to evaluate the effect of music, and to deter- 
mine the principles for the selection of musical 
material in psychotherapy. 

However, the present book does introduce 
the problem of the relationship between music 
and emotions in excellent fashion. Two major 
studies are presented. 

The listings of specific musical composi- 
tions and their related moods will be par- 
ticularly valuable to the reader. 
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the SOLOW" SIGMOIDOSCOPE... 


designed for simultaneous lighting 


features: 


© Provides extra-bright illumination of the field because proxi- 
mal and distal lights function at the same time. 


¢ When there is any distal light obscuration, the examining 
or operating procedure is not interrupted because... the 
proximal lamp continues to illuminate the field. 


Interruption of examining or operating procedure, because of 


Any “National” surgical sup- lamp failure, is eliminated because of the dual lighting fea- 
ply dealer will be glad to ture — either lamp alone affords sufficient illumination to 
show you this item, no obli- carry on. 


gation. Say: "Show me 
National's 450" 


Aspirator for evacuation of fluid or smoke is detachable thus 
providing the whole instrument with greater utility, more con- 
venience. 


¢ Speculum, of heavily chromed brass, has deeply etched cali- 
brations at one centimeter intervals and every fifth calibration 
is numerically indicated at opposite sides, legibly. 


© Choice is offered of plain window or one with magnification. 


Sterilizable by boiling or autoclaving. 





© National catalog number... 450 


*"An improved sigmoidoscope for operative work,” Alfred L. Solow, M.D.,, 
Boston, Mass., American Journal of Surgery, Vol. 89, March 1955. 


NATIONAL ELECTRIC INSTRUMENT CO., INC. 
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Newer Medicinals 


Camoform. Parke, Davis & Company, 
Detroit 32, Michigan. Used in treat- 
ment of intestinal amebiasis. Dose: 
As determined by physician. Sup: 
Camoform hydrochloride tablets, 250 
mg., in tubes of 20 grooved tablets. 
Dermoplast Aerosol, Doho Chemical 
Co., New York 13, New York. An 
aerosol spray for fast relief of surface 
pains, itching in wounds, obstetrical 
and gynecologic use in perineal sutur- 
ing, hemorrhoids and pruritus ani and 
vulvae. Dose: As determined by phy- 
sician. Sup: In 3 ounce spray can. 
Doxinate Capsules, Lloyd Brothers, 
Cincinnati, Ohio. Orange, soft gela- 
tin capsule containing 20 mg. dioctyl- 
sodium sulfo-succinate. Fecal-soften- 
ing product designed to provide non- 
laxative method of preventing and 
treating constipation. Dose: Adults 
take one capsule daily for several 
days or until bowel movements be- 
come normal. Sup: In bottles of 30 
and 100 capsules. 

Gelusil-Lac, Warner-Chilcott Labora- 
tories, New York I1, New York. A 
new antacid absorbent, extremely 
palatable and taken like a glass of 
milk. One heaping teaspoonful into 
one-half glass of cold water contains 
the equivalent of 4 Gelusil tablets. 
Used for the relief of gastric hyper- 
acidity and other types of digestive 
illnesses. Dose: As determined by 
physician. Sup: In 320 Grams (20 


doses. 


Lorinal Capsules, Arnar-Stone Lab- 
oratories,Inc., Mount Prospect, _ Illi- 
nois. A new convenient form of chloral 
hydrate, providing 1.0 Gm. (I5 gr.) 
dosage in a single, small capsule. Pre- 
vious capsules have contained only 
up to 0.5 Gm. (7!/) gr.) As the usual 


Rectal 


= for chloral hydrate for 
ypnosis is 1.0 Gm., this makes pos- 
sible single capsule administration. 
The capsules are smaller than the 
usual 0.5 Gm. capsule and are easily 
swallowed. Lorinal drops are particu- 
larly indicated in pediatrics and geri- 
atrics. Dose: As determined by phy- 
sician. Sup: Capsules of |.0 Gm., (15 
gr.) in bottles of 50; of 0.5 Gm. (7!/ 
gr.) in bottles of 100. Drops in 15 cc. 
dropper bottles. 


Neo-Delta-Cortef, 0.5%, The Upjohn 


Company, Kalamazoo, Michigan. A 
topical ointment which contains pred- 
nisolone acetate with Neomycin sul- 
fate. Indicated in management of 
various forms of allergic dermatitis 
and other inflammatory skin diseases 
such as contact dermatitis, atopic 
dermatitis, neurodermatitis, sebor- 
rheic dermatitis, and pruritus ani and 
vulvae. Each gram contains delta-l- 
hydrocortisone acetate 5 mg. (0.5%); 
neomycin sulfate 5 mg. (equivalent to 
3.5 mg. neomycin base); methylpara- 
ben 0.2 mg.; and butyl-p-hydroxyben- 
zoate 1.8 mg. Dose: As determined 
by physician. Sup: In 5 Gm. tubes 
Desitin Ointment, Desitin 
Chemical Company, Providence 2, 
Rhode Island. A completely new 
preparation especially formulated for 
the relief of certain anorectal condi- 
tions, and not to be confused with 
regular Desitin Ointment. It contains 
high grade Norwegian cod liver oil, 
zinc oxide, lanolin, talcum, sodium 
lauryl sulfate, petrolatum q. s. Dose: 
Apply twice a day or more often if 
necessary. For simple internal hemor- 
rhoids, irritation or inflammation, pile 
pipe accompanies ointment. Sup: In 
I'/, ounce tube with safe, flexible 
applicator. 
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PANTHO-F CREAM 


rapidly allays inflammation 
relieves pain, itch, swelling 
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specialty journals. 
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surgeons and physicians; 6. A complete 
set or reprints of articles on proctology 
and allied subjects written by the mem- 
bers of your society and published in 
various medical journals. 

This kindness and charity on the 
part of your members and yourself 
will ever be remembered by me and 
by my poor patients. 
once again, 


Thanking you 


Yours very truly, 

Dr. M. K. Mathew 
St. George’s Mission Hospital 
Punalur, P. O. 


Travancore, S. India 





THE AMERICAN JOURNAL OF 
PROCTOLOGY 
Advertisers’ Index, April, 1956 


Abbott Laboratories 
American Cystoscope Makers, Inc......... 157 


Arnar-Stone Laboratories, Inc. ............ % 
Averst ro aha Kws eee scents 92, 100 
Bar SEs, POD | 35 cassie vice v ss an vcacess 10 
Borcherdt Mail Erect ISOS chicka kun seen 166 
RO WINE AAD: 55,58 oalses 00s pie moaviters 90, 168 
Burroughs Wellcome & Co., Inc. ........ 163 
Burton, PACSONS Be NGO.. oc cis acess scevne ao 3 
Ciba Pharmaceutical Products, Inc....Cover 2 
DBETTIN KSHODNCHANISO, soi 0cs.00 000000050008 165 
Doho Chemical Set. LSnghulsite kes merene 109 
EAIGW MOVAVOCIOS 66 506555 s0sicnc cnc esac siies 97 
ae OOD TES kg ee er 102 
Frederiksen, Gudrun, Se er 160 
Fuller Pharmaceutical Co. ........seeeeee 161 
Ghaden: & Ga. inc... Ons. E. ....40ce0cee's 170 
Fonmern-La Roche IC. oo. ss. ceessec cuss 87 
Homemakers’ Products Corp. ............ 159 
fo ae Oe ee 


Lewal Pharmaceutical Co 
Lloyd Bros., Inc. 
Mason Laboratories ... 
Massengill Co., The S. E. 
Mead Johnson & Co, 
National Electric Instrument Co., Inc. ... I7I 








COUN TUNEL Sw vicc sain sareseabeth toe smas 169 
Pfizer Laboratories, Division of 
has. Pfizer & Co OA) | Og SEE Ere 103 

Dpiiee GS MANES onc ic nnsaecds aoscesaes 167 
Sharp & Dohme, ee of 

A SS OE CSS | ry ee Cover 4 
Smith, ~~ & ans Laboratories ....... 107 
Squibb & Sons, Division of 

Olin-Mathieson Chemical Corp. ....... 108 
2S NGI ASONDS, foi 04's ss. 3.0040s0 9 seen nes 173 
Warner-Chilcott Laboratories ........... 101 
ORO ON A. ch sis scscadneascenaatwon 104 
Winthrop PRBORATOTIES ctesscecussceeas 88 
Wocner-& Son Go.; Max: i ..s.csceecasss 98 














174 


THE AMERICAN JOURNAL OF PROCTOLOGY 












I occ savorea , 


peach-colored, newest 
liquid form of the 
established broad- 
spectrum antibiotic... 
TERRAMYCIN®t 


125 mg. per 5 ce. 





teaspoonful; 


specially homogenized 











for rapid absorption; 
bottles of 2 fl. oz. 











and 1 pint, packaged 


ready to use. 








Peaches provide the 
delightful new taste in 








BRAND OF OXYTETRACYCLINE HOMOGENIZED MIXTURE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


*Trademark {Brand of oxytetracycline 








High solubility of 

‘Thiosulfil = 
insures prompt 
bacteriostatic 

concentrations at 


site of urinary 
tract infections 














LETTERS 


TO 
THE EDITOR 





Dear Doctor: 

I want to thank you for the very ex- 
cellent and instructive teaching seminar 
of the International Academy of Proc- 
tology in Chicago. Practicing in a small 
town, as I do, the opportunity for train- 
ing in Proctology is limited. 

Meetings, such as those of the Inter- 
national Academy of Proctology, are 
very valuable to me, and therefore to my 
patients. Keep up the good work! 

Sincerely, 


Dr. R. C., Wisconsin 


| Dear Doctor: 


direct [effective — 


As a Pediatrician, I see many children 
who complain of rectal bleeding and 
protrusion. I have a small size sigmoido- 
scope, but cannot see a great deal 
through it. Would there be any objec- 


| tion to the use of an adult size instru- 


“THIOSULFIL: 


Brand of sulfamethizole 


a 


AYERST LABORATORIES 
New York, N.Y. ° Montreal, Canada 


5653 





196 


ment? 


R.L.C., New York 


Dear R. L. C.: 

Although small size sigmoidoscopes 
have been designed for use in children, 
there is—as you have indicated—a defi- 
nite decrease in the limits of visibility. 
There is no reason why the adult size 
instrument could not be used for: the 
child. The average child passes a stool 
that closely approximates the size of an 


—Concluded on page 262 
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Non-Specific 
Ano-Rectal 


Discomfort 


There are a certain number of well 
recognized entities which cause ano-rec- 
tal pain such as idiopathic fissure at the 
posterior commissure, acute abscesses 
and external thromboses. However, in 
addition to these there are a number 
of conditions which give pain either of 
the acute or the low-grade variety or 
give a feeling of pressure or a burning 
—conditions which generate persistent 
anal consciousness. Some of these are 
encountered only. so rarely that long 
years of proctologic experience are re- 
quired before a true diagnosis and 
prompt treatment can be given. Others 
are encountered more commonly but go 
unrecognized or receive inadequate 
treatment, 

Let us classify and deal with these 
conditions under the major symptom 
which they produce such as: 

I. Real pain. 

II. Low-grade ano-rectal discomfort 
or aching. 

III. A feeling of pressure. 

IV. A burning. 


I. Real Pain Under the heading of 
real, “out and out” pain, let us first 
consider the entity known as Proctalgia 
Fugax. Much has been written and said 
about this condition. It usually appears 
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EDWARD T. WHITNEY, M.D.* 


Boston, Massachusetts 


suddenly during the night and builds up 
rapidly to a very severe agony which 
brings cold sweat to the brow. It lasts 
for about five to ten minutes and then 
slowly dies down to leave the anus sore 
for some 24 to 36 hours. The patient 
instinctively goes to the bathroom and 
sits down on the stool and strains, which 
only makes matters worse. The condi- 
tion is that of a spasm of the circular, 
external sphincter muscles similar to 
that which occurs in the ordinary cramp 
of the calf or foot muscles. If this is 
recognized one can intelligently treat it. 
The etiology is usually an imbalance of 
or a deficiency of calcium and phos- 
phorus in the intake. As the principal 
source of calcium is milk and, as one of 
the principal sources of phosphorus is 
the bran part of whole wheat, a little 
questioning will usually elicit the infor- 
mation that neither of these two foods 
are being ingested, or, that a marked 
imbalance is being eaten such as the 


Diplomate American Board of Proctology. 
Fellow, American Proctologic Society. Honor- 
ary Fellow, International Academy of Proc- 
tology. Fellow, New England Proctology So- 
ciety. 


* Surgeon-in-charge, Rectal ‘Clinic, Boston 
Dispensary. Instructor in Proctology, Tufts Col- 
lege Medical School. 
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I. Real Pain Under the heading of 
real, “out and out” pain, let us first 
consider the entity known as Proctalgia 
Fugax. Much has been written and said 
about this condition. It usually appears 


(Vol. 7, No. 3) JUNE 1956 


EDWARD T. WHITNEY, M.D.* 


Boston, Massachusetts 


suddenly during the night and builds up 
rapidly to a very severe agony which 
brings cold sweat to the brow. It lasts 
for about five to ten minutes and then 
slowly dies down to leave the anus sore 
for some 24 to 36 hours. The patient 
instinctively goes to the bathroom and 
sits down on the stool and strains, which 
only makes matters worse. The condi- 
tion is that of a spasm of the circular, 
external sphincter muscles similar to 
that which occurs in the ordinary cramp 
of the calf or foot muscles. If this is 
recognized one can intelligently treat it. 
The etiology is usually an imbalance of 
or a deficiency of calcium and phos- 
phorus in the intake. As the principal 
source of calcium is milk and, as one of 
the principal sources of phosphorus is 
the bran part of whole wheat, a little 
questioning will usually elicit the infor- 
mation that neither of these two foods 
are being ingested, or, that 2 marked 
imbalance is being eaten such as the 
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drinking of a quart or two of milk a day 
but no whole wheat or other food rich 
in phosphorus. 

Prescribing two glasses of milk and 
a large serving of a cooked, whole wheat 
cereal daily will usually bring about 
relief in a month or so. Meanwhile, a 
5 grain tablet of quinine sulphate, taken 
on retiring, may miraculously hold the 
condition in check until the necessary 
stores of calcium and phosphorus have 
been built up or brought into balance. 

Another cause for real pain in this 
area is coccygodynia. Coccygodynia 
seems to be on the increase. The usual 
complaint is pain on sitting and moving 
in certain ways altho some people com- 
plain bitterly of pain as a bowel move- 
ment passes over the region of the coccyx 
and the contiguous tissues. In nearly 
every case a marked tenderness and 
spasm of either the ischio-coccygeal liga- 
ments or the ano-cocygeal ligaments is 
found on palpation. There seems to be 
a definite inflammation, and this may 
even result in nodules being felt in one 
or more of these ligaments. In the olden 
days many a coccyx was removed in 
order to alleviate, but often the cure 
seemed worse than the disease. Of late 
years it has been assumed that there 
exists a very small bursitis over the tip 
of the cocyx resulting from constant sit- 
ting on it much as a housemaid’s knee is 
brought about my much kneeling. 

A combination of two measures has 
usually straightened out this malady. 
First, the patient is taught how to sit 
without ever rolling back onto the tip of 
the tail-bone. Secondly, the tender, taut 
ligaments are massaged bi-weekly, at 
first, and then weekly for a time. These 
two measures usually are effective. We 
have been also prescribing some hydro- 
cortisone by mouth which has seemed 





to help. Injecting some of the latter 
right into the area seemed indicated but, 
altho it gave some immediate relief, the 
effects were not lasting and too fre- 
quent injections caused marked discom- 
fort. A warning, however, is in order in 
connection with pain in the coccygeal 
area. We suffered considerable chagrin 
a number of years ago when a patient 
had typical coccygeal pain in this loca- 
tion and who revealed nothing on sig- 
moidoscopic examination, but who was 
later shown by a barium enema to have 
a malignancy in the sigmoid. We are 
taking it for granted in all of this dis- 
cussion that cancer is ruled out. 

Another cause for real pain in the ano- 
rectal area is internal thromboses. Usu- 
ally they set up a spasm of the sphincters 
and also give that feeling of something 
being within the anus, which, of itself, 
is very irritating. A vicious cycle is set 
up. The thromboses act as foreign bodies 
and incite spasm, and the overactivity of 
the sphincters causes even more pressure 
to be exerted upon the thromboses. And 
the odd thing about them is that, con- 
trary to external thromboses, these in- 
ternal ones do not resolve rapidly. Early 
excision is indicated and recovery will 
usually be had in a much shorter time 
than if conservative measures are re- 
sorted to. 

The same vicious cycle is instigated 
by a real foreign body which has been 
ingested and which has become lodged 
in the anus. The flat fishbone which gets 
caught there and won’t be comforted 
will bring the patient to the proctologist 
on the run. The long thin one which 
punishes its host by piercing the anal 
muscles, eventually produces a peri-anal 
abscess, 

The same vicious cycle is also brought 
about by an oedematous papilla which 
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has suddenly intussuspected down into 
and thru the anus. Usually, of course, 
such a structure will gradually appear at 
the verge but, when it does so suddenly, 
trouble appears. One would think that 
the patient would simply push it back in, 
but perhaps it is too sore or they are 
afraid to. Anyway, he or she soon ap- 
pears on the proctologist’s table present- 
ing the appearance as if he or she had 
swallowed that glass eye of the very fa- 
miliar anecdote, and which was now 
taking a new look for itself from a new 
location in consciousness, 

Il. Low-Grade Pain or Discom- 
fort or Aching When a patient com- 
plains of low-grade pain or nagging dis- 
comfort or aching in the ano-rectal re- 
gion, several possibilities should be kept 
in mind. 

Questioning may elicit the information 
that the discomfort is somewhat an- 
terior to the anus and a few prostate 
massages will usually not only eradicate 
the discomfort but also make the diag- 
nosis. ; 

An anterior or a lateral fissure may be 
found. The presence of such a fissure 
does not, as a rule, give the exquisite 
pain of the idiopathic fissure at the pos- 
terior commissure. In fact, occasionally, 
the only symptom complained of may be 
bleeding, but discomfort is usually pres- 
ent also. Sometimes such a fissure is of 
that variety called a “split” fissure in 
that it is at the side of a very large 
internal hemorrhoid or between two such 
hemorrhoids, and has been caused by a 
tearing or splitting of the intra-anal tis- 
sues as pressure is exerled upon the 
hemorrhoids by some hard stools as they 
past through. 

In the olden days we used to see many 
a patient with small “splits” of the 
skin extra-analy which would disappear 
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when a coincidental malnutrition or 
avitaminosis (especially vitamin A) 
was cleared up. 

Today, when all get at least one dol- 
lar an hour, and when there is active 
demand for labor, such malnutritions 
or avitaminoses are not seen often. In- 
cidentally, while we are on this subject, 
it might be interesting to point out that 
those patients who present the myriad 
little comedones or wens at the anal 
verge are usually suffering from a vita- 
min A deficiency. 

A distinct but indefinite aching may 
presage the onset of a deep peri-anal or 
peri-rectal abscess which cannot be lo- 
cated anteriorly. When it is also accom- 
panied by urinary retention, such a diag- 
nosis, i.e., an anterior abscess, is almost 
pathognomonic, even without objective 
signs. Observation for another 24 hours 
will usually reveal the true condition. 

Finally, we would like to mention 
the case of at least two patients who 
complained bitterly of intra-anal dis- 
comfort following a hemorrhoidectomy 
which seemed to have been well done. 
Close examination located the region 
from which the symptom was arising, 
and where there was found to exist some 
intra-anal and intra-rectal redundancy of 
hemorrhoidal tissue but not what one 
would call a real internal hemorrhoid. 
Neither was there any tenderness nor 
duration. However, a few injections well 
spaced in time over the course of two 
or three months, eradicated the discom- 
fort. We held the supposition that this 
area was an isthmus of intra-anal skin 
and intra-rectal mucous membrane 
which had to be preserved at the time 
of the operation but which contained 
hemorrhoidal tissue. Probably chronic 
passive congestion confined by semi-scar 
tissue in an area of abnormally high 
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sensory innervation was the cause for 
the discomfort. The patients were very 
grateful when the true condition had 
been found and relief given. 

Before leaving this subject of low- 
grade pain, it might be well to men- 
tion at least three inflammatory condi- 
tions in organs contiguous to the rectum 
which give deep pain as a stool passes 
over them. These are (1) a diverticulitis 
low down in the sigmoid, (2) some in- 
flammatory conditions of the uterus and 
(3) the very tender ischio-or ano-coc- 
cygeal ligaments in coccygodynia. 

iil. Pressure Uncomplicated hemor- 
rhoids seldom give symptoms. However, 
when they do, it is usually in the na- 
ture of a feeling of pressure. Hemor- 
rhoids in the formative stage quite often 
give this symptom. The words “in the 
formative stage” is said with meaning, 
for many patients are brought back to 
the proctologist by that symptom which 
appeared some 2, 3 or more years after 
a series of sclerosing injections which 
completely obliterated all varicosities at 
the time. 

Then there is the occasional patient, 
who after having had all of his 
internal hemorrhoids carefully ob- 
literated by sclerosing injections, pops 
up at the office every three or four 
months complaining of a pressure feel- 
ing in one quadrant or the other of his 
anus. Examination shows a little, angry, 
red area of swelling and tension the 
size of a small pea well down in the 
sensory area. Injections always eradi- 
cates both the hemorrhoid and the pres- 
sure feeling only to have another such 
a one develop in another quadrant within 
a few months. Such structures, especially 
when they are within the sensory area 
and are in the formative stage, seem to 
be characterized by more symptoms than 





well defined, redundant hemorrhoids of 
long standing. 

This symptom of pressure can be very 
troublesome, on occasion, especially 
when it is accompanied by absolutely 
nothing of an objective nature. One may, 
then, overcome his prejudice for dilata- 
tion and either give a full one under 
anesthesia or have the patient use some 
dilators until he gets up to the number 
3 size. This is only an “ace in the hole” 
as we do not know why it works, but 
it is often successful. On the other hand, 
should the patient have symptoms in the 
low back from postural strain or arthri- 
tis, treatment for these may produce a 
disappearance of the anal trouble. When 
the neuritic manifestation, due to a 
radiculitis or some other condition in 
the low back, has been eradicated by 
treatment of the latter, the diagnosis 
concerning the anal symptoms will have 
been made also by means of the thera- 
peusis. 

IV. Burning We shall break down 
into two parts the subject of a feeling 
of burning in the region of the anus. 
Although the patient is not always able 
to differentiate between the intra-anal 
and extra-anal burning, yet for diagnos- 
tic purposes this break-down is neces- 
sary. Burning is a common symptom 
and should always ring a bell in the 
proctologist’s mental apparatus. It usu- 
ally indicates either one of two things, 
namely, an intra-anal cryptitis or an 
extra-anal inflammation. The cryptitis 
may be obvious or it may not. When it 
is not so obvious, careful palpation may 
reveal an area of tenderness and longi- 
tudinal induration, with or without an 
enlarged contiguous papilla which is so 
often an earmark of an infected crypt. 
Sometimes only tenderness is to be had. 
However, many a fissure-in-ano has 
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eventually developed and, unless one is 
keen, one may lose the patient to some- 
one else who walks in onto it in the full- 
blown state. 

There is one type of cryptitis which 
we personally would like to mention as 
we have encountered so many of them in 
our 30 years of experience in this field. 
It is what we have named “Inclusion 
Cryptitis.” It follows a hemorrhoidec- 
tomy by a few months and the patient 
has usually gone the rounds without al- 
leviation of any kind, There is an intense 
burning and this can be definitely lo- 
cated either spontaneously by the patient 
or by the tenderness which palpation will 
elicit. 

Otherwise, there is nothing ob- 
jective to be found. Early in our expe- 
rience we hesitated long before advising 
operation but, after eradication of the 
whole crypt-bearing area in that region 
had brought about relief in a couple of 
cases, we gained confidence and now 
we often go out on a limb by saying 
that cure can be had by such means. 
Apparently, the opening of an anal gland 
of microscopic size became obliterated 
during the preceding hemorrhoidectomy 
and drainage of infection was shut off. 
It is a tricky diagnosis to make but a 
brilliant one when you are right. A dif- 
ferential must be made between this and 
that post-hemorrhoidectomy congestion 
of which we earlier spoke. The “Inclu- 
sion Crypt” has definite tenderness and 
the hemorrhoidal congestion does not; 
and, the cryptitis is down in the crypt 
bearing area and the congestion is above 
this area. 

Extra-anal burning is a far more com- 
mon complaint than is generally recog- 
nized for many a patient doesn’t always 
consider it serious enough to seek medi- 
cal attention and when he does, the 
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explanation and relief is not often read- 
ily forthcoming. Sometimes this burning 
is accompanied by the complaint of a 
discharge which both the patient and 
his doctor feel has “leaked” through the 
anus. This is an erroneous assumption. 
The anus is an air-tight and water-tight 
apparatus and will not “leak” unless 
some damage has previously been done 
to the sphincters. Consequently, the dis- 
charge must either be a secretion com- 
ing from the skin as it is in pruritis-ani. 
or an intertrigo, or it must be expelled 
from the anus. (Please note that being 
expelled from the anus is different from 
a leakage therefrom.) When there is no 
itch nor any intertrigo, the most likely 
cause for such a discharge is to have it 
expelled from the anus at the same time 
that flatus is being expelled. Close ques- 
tioning will usually reveal this to be the 
case although the patient has not previ- 
ously recognized that he was doing this. 
The discharge is very irritating and this 
irritation takes on the symptom of burn- 
ing. 

One may assume that it contains 
digestive enzymes which attack the skin 
and, as the latter has no such intrinsic, 
protective factor to prevent autodiges- 
tion such as the mucous, membrane has, 
some attempted digestion takes place 
which is recorded by the sensory nerves 
in the form of burning. In any case, 
prevention is called for. The patient 
must “float off” the secretion with plain 
water every time he expels “gas.” Expe- 
rience has shown that he may maintain 
comfort in this way. 

Both pruritis-ani and intertrigo are 
sometimes accompanied by burning. 
Proper anti-mycotic and anti-inflam- 
matory measures will eradicate the con- 
dition and the symptom. 
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Summary 


Consideration has been focused 
onto some of those less common 
ano-rectal conditions which pro- 
duce pain, low-grade discomfort, a 
feeling of pressure or a burning at 
the anus. 

Real, out and out, pain (other 
than that produced by fissure, 
abscess or external thromboses) is 
produced by proctalgia fugax, in- 
ternal thromboses, prolapsed semi- 
strangulated and oedematous papil- 
lae, intra-anal foreign bodies and 
coccygodynia. 

Low-grade discomfort accom- 
panies prostatitis, anterior ~or 
lateral fissures, passage of a stool 
over a diverticulitis, over a tender 
uterus or over a coccygodynia, and 
accompanies an _ early abscess 
formation and, occasionally, in 
hemorrhoidal tissue remaining 


after a hemorrhoidectomy. 

The feeling of pressure occurs 
in prostatitis, in small internal 
hemorrhoids in the “formative 
stage” and occasionally in low back 
disability. 

Malignancy can give any and all 
of these symptoms. 

Burning of the intra-anal variety 
is almost pathognomonic of cryp- 
litis (simple or of the “Inclusion” 
type, which has been described.) 
Burning of the extra-anal variety is 
to be found in pruritis-ani and in- 
tertrigo and in those patients who 
“expel” a small amount of dis- 
charge along with the flatus which 
they force out, This discharge is 
highly irritating and tends to be 
recorded in the feelings as “burn- 


ing.” 
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President-Elect’s Message 


Mr. Chairman, Dr. Wegryn, Dr. Halligan, Dr. Cantor, Dr. Lieberman, Father Regan, 
Rabbi Fisher, Members of the Academy and Honored Guests: 


I feel greatly honored that you have allowed me to serve as your president for the 
coming year. It is the cherished desire of every man to be respected and esteemed by 
his fellow men. I will do everything to earn your confidence and esteem. 

I am especially happy and proud to be associated with a teaching organization. Unlike 
other specialty societies which do not permit outsiders to attend their meetings, the 
International Academy of Proctology encourages and invites without charge, men in 
good standing from any branch of medicine or surgery. Our Academy is dedicated to 
not only inform our own members of new developments in proctology, but to dissem- 
inate such information to the medical profession in general. We feel that is more neces- 
sary in our specialty than in others, because proctology is a relatively new specialty, 
which has not—and is not—given much didactic or clinical time in the proscribed 
medical education. I venture to say that not more than 10% of graduating students from 
all medical schools have ever passed a proctoscope or a sigmoidoscope. At many schools, 
the subject of proctology is given as part of the subject of surgery, by a general surgeon. 
The lightness with which this subject is treated, reflects in the practicing physician’s 
casual attitude towards proctology in his private practice. 

I will venture, too, that not more than 5% of the general practitioners or surgeons do 
a routine proctoscopic and sigmoidoscopic examination. The examining physician will 
usually examine other orifices such as ears, nose, throat and vagina, where pathological 
changes usually reveal themselves to the patient at an early date; but in the rectum 
and sigmoid, where early malignant lesions are not symptom-producing—this orifice is 
usually passed up. 

I am emphasizing this thought, because every mature proctologist, every surgeon of 
long standing, and every large medical center in this country, see cases of inoperable 
and advanced carcinoma of the rectum and sigmoid which have not been diagnosed 
previously. Some of these advanced cases have been treated for hemorrhoids or colitis, 
without a preliminary proctologic examination. Some have been operated upon for 
various anal conditions, leaving a carcinoma higher up—untouched and unseen and 
undiagnosed. I am sure that most of you gentlemen, here today, know of numerous 
cases who are operated upon for hemorrhoids and are seen for the first time by the 
surgeon at the operating table without a previous procto-sigmoidoscopic examination. 

Statistics at cancer detection centers, health centers, clinics, and from proctologists 
who do routine sigmoidoscopic examinations, reveal that about one out of every ten 
persons harbors a polyp. Since polyps are the forerunners of rectosigmoidal carcinoma 
in a great percentage of cases, it behooves every physician and surgeon to include 
procto-sigmoidoscopic examining procedures. Every year too many cases of carcinoma 





of rectum and sigmoid die a horrible death, and many more are colostomized who could 
have been saved, had an early upper proctologic examination been done. 

It is my impression and belief that part of the blame lies with the patient. Too few 
laymen realize the serious import of a routine proctoscopic and sigmoidoscopic examina- 
tion. Too few of our population request such an examination from their physician. 
Many feel that it is an unnecessary burden to prepare for such an examination. i 
physicians with whom I have discussed this matter inform me that it is most difficult 
to get patients to carry out preparations for a proctologic examination when they have 
no symptoms referable to that area. The unfortunate thing about such a state is the 
ironic fact that lesions of the anorectum which cause pain rarely produce carcinoma; 
while malignant lesions develop unseen, and unfelt in the rectum and sigmoid where 
sensation and pain are not experienced. 

Our Academy is to be commended, because not only do we realize the great impor- 
tance of routine proctologic examination, but we are willing to teach other medical 
practitioners its importance, as well as the technique of its procedure. 

Annual Academy teaching seminars;—The American Journal of Proctology, edited 
and published by our capable and accomplished Dr. Alfred J. Cantor, and regional proc- 
tologic meetings, have made notable progress in disseminating proctologic information. 

What more can we as proctologic missionaries do to correct this situation? To answer 
this question—I sincerely believe—is one of our most important future functions. The 
International Academy of Proctology was and 1s taking definite steps to alleviate some 
of the unnecessary cancer morbidity and mortality by encouraging: 

1. More preceptorships. Every oe should interest one or more young men 
in his community in the specialty of proctology. 

2. Every proctologist should arrange periodic local proctologic meetings in his 
community. 

8. Every proctologist should present papers at his hospital staff meetings, on the 
undetected prevalence of polyps and carcinoma—and encourage periodic examinations. 

4, Every proctologist should present talks to lay groups pointing out the frequency 
with which early malignant lesions are found and the ease with which they can be 
diagnosed and eradicated. 

5. Proctologists should encourage the establishment of cancer detection centers in 
their communities and participate actively in them. 

6. Every proctologist should write papers for publication in his county and state 
papers on the importance of routine early proctologic examination. 

7. Members of our Academy should send gift copies of our Journal to their col- 
leagues to stimulate interest in the diagnosis and treatment of proctologic disorders. 

8. Members of the Academy should form regional proctologic groups or chapters 
in their communities. 

9. The Academy should disseminate summary proctologic papers to general prac- 
titioner and general surgical Journals, emphasizing the importance of routine proctologic 
examinations. 

10. And finally, our Academy should appoint a Committee of Education and Public 
Service, whose duty it will be to arrange lectures, distribute news items to newspapers 
and lay journals, and disseminate the knowledge of the frequency of early carcinomatous 
lesions and the importance and ease of periodic proctologic examinations. 

In conclusion, may I say that it has been a great pleasure to share with you some of 
my most serious concerns and sincere reflections, and I wish you all a most pleasant 
and profitable meeting. 


MANUEL G, SPIESMAN, M.D. 


Presented at the Eighth Annual Teaching Seminar of the International Academy of Proctology, 
April 23, 1956. 




















During thirty years of practice in 
the field of proctology, I have encoun- 
tered and tried a various number of 
medicaments for the local treatment of 
anorectal ailments, and to facilitate 
more rapid and less painful postopera- 
tive healing. 

I have learned from experience, by 
trial and error, that the injudicious use 
of germicides retards healing. I have 
learned, that the local application of 
sulfa and penicillin ointments does not 
favorably alter the course of healing 
and frequently results in allergic sensi- 
tizations with perianal skin reactions. I 
have found that the various anesthetic 
ointments rarely anesthetize and also 
frequently produce local sensitization 
reactions. One of the best granulation 
stimulating medicaments I have ever 
used has been 5% scarlet red ointment, 
but, containing a red dye, it stains 
everything it comes in contact with, the 
patient’s clothing, bedding, etc. We 
have used other ointments which have 
been objectionable because of their 
offensive odors. 

We feel that a satisfactory anorectal 
ointment should be light in color, bland, 
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harmless, painless, non-irritating and 
non-sensitizing. Also, a_ satisfactory 
ointment should be bacteriostatic and 
bactericidal, possessing qualities which 
inhibit the growth of bacteria, stimulate 
granulation tissue and accelerate heal- 
ing while retarding infection. It is the 
aim of the proctologist, as well as the 
general surgeon, to keep infection down 
to a minimum, which can have deleteri- 
ous and delaying effect on wound heal- 
ing. 

We are happy to report that we have 
found such a combination of good 
qualities in cod liver oil ointment (Rec- 
tal Desitin Ointment), Cod liver oil 
has long been a home remedy among 
fishermen for the treatment of sores, 
wounds, burns, etc. Today, there is 
hardly a field of medicine and surgery 
in which some form of cod liver oil 
has not been used with satisfactory re- 
sults. 

Rectal Desitin Ointment is a smooth, 
stable combination of high grade Nor- 
wegian cod liver oil with its vitamins 


Rectal Desitin Ointment and Desitin Hem- 
orrhoidal Suppositories, Desitin Chemical Com- 
pany, Providence, Rhode Island, 
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A and D and unsaturated fatty acids in 
proper ratio for maximum therapeutic 
effect, with zinc oxide, lanolin, talcum, 
sodium lauryl sulfate, petrolatum q.s. 

Research and Clinical Back- 
ground for External Cod Liver Oil 
It appears from the voluminous litera- 
ture and from personal observations 
that cod liver oil ointments alter wound 
healing favorably. 

Bosse’ believed that both vitamin 
fraction and the unsaturated fatty acids 
are factors in the mechanism of action 
of cod liver oil. 

Drigalsky? obtained better wound 
healing in the guinea pig, using cod 
liver ointment, than he did with a vita- 
min free ointment. 

Bisceglie* demonstrated increased 
epithelial growth when vitamin A was 
added to liver tissue culture. 

Nordmann‘ noted increased tissue 
culture growth when vitamins A & D 
were added. 

Abramowitz’ believed that vitamin D 
in the presence of vitamin A stimulates 
epithelial growth. 

Davson® in evaluating the mechanism 
of action of cod liver oil noted the fol- 
lowing features of tissue response, (1) 
considerable polymorphonuclear _leu- 
kocytic infiltration; (2) active capillary 
congestion followed by infiltration of 
plasma cells, monocytes and fibroblasts; 
(3) fibroblastic and associated capil- 
lary infiltration. He concluded that cod 
liver oil was a more potent stimulus 
than liquid paraffin or olive oil. 

Lohr and Unger’ concluded from 
their animal experimentations that vita- 
mins A & D which appear in the un- 
saponifiable fraction of cod liver oil 
are important in tissue repair. Un- 
saturated fatty acids which are present 
as glycerides, accelerate healing, par- 





ticularly in the presence of the un- 
saponifiable fraction. 

Brandeleone and Papper* postulated 
that there are three factors in cod liver 
oil which may influence the rate of 
wound healing; these are vitamins A & 
D and unsaturated fatty acids. Vita- 
min A effects the epithelial structures 
and in case of deficiency, there is epi- 
thelial hyperkeratinization. 

Danne et. al.® stated that there are 2 
fractions in the crude fish oil that are 
separable by distillation and that both 
of these have the ability to cause col- 
logen regeneration, 

Lauber and Lundh’®*" concluded 
that vitamins A & D of cod liver oil are 
locally absorbed and act by irritation to 
stimulate wound repair. 

Hardin et. al.’? ** believed that there 
is bacteriostatic action in the oil and 
that the vitamins are essentials in the 
metabolism of regenerating tissue. 

Marks“ stated that increased transu- 
dation of leukocytes and fluid following 
application of cod liver oil medication 
indicates the presence of irritants that 
enlarge the vascular bed. For the same 
reason, excess fluid is released and 
there is lysis of necrotic tissue as well 
as decongestion. 

Because of the improved local cir- 
culation and oxygenation, the rate 
of growth of connective tissue and 
epitheleum is not retarded. Absorp- 
tion of both vitamins A & D is 
known to take place in abraded areas. 
The saturated and unsaturated fatty 
acids in the cod liver oil also play an 
unknown part in maintaining the re- 
parative process, The physiologic effect 
of cod liver oil appears to be primarily 
to promote maximum anabolic action. 

Davidson’ studied the histologic 
tissue response in rabbits, following the 
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subcutaneous injection of fish liver 
oils, liquid paraffin and olive oil. He 
concluded that cod liver oil and halibut 
liver oil produced marked stimulation 
of phagocytes, fibroblasts and young 
capillaries. Liquid paraffin and olive 
oil were relatively inert. 

Lenson’*® working with 138 mice and 
rats found that the average healing 
time of the animals treated locally with 
cod liver oil ointment was 12 days, com- 
pared to 20 days for the untreated. 

McLaughlin‘? observed that the local 
application of vitamin D was more 
effective than the ingested form. 

Callahan’® used cod liver oil and 
claims that it is sterile and bacteriosta- 
tic, 

Grayzel’® et. al. have shown that the 
epithelial cells can absorb vitamin A. 
The role of vitamin A in skin metabo- 
lism has assumed increasing recognition 
by investigators in the field of derma- 
tology. It is possible that vitamin D 
plays an active role in skin metabolism. 

Behrman et. al.2° stated that it ac- 
celerates the liquification of necrotic tis- 
sues, lessens pain and hastens smoother 
epithelization, 

Turell?* treated 150 patients with 
Desitin cod liver oil ointment and 
found it to be well tolerated by all cases 
in his group study. He found it espe- 
cially useful as a lubricant and as a 
film for wounds following proctologic 
operative procedures. 

Marks** has used Desitin cod liver 
ointment successfully in ulcerative co- 
litis, in tuberculous postoperative ano- 
rectal cases, in pilonidal cyst operations, 
pruritus ani, psoriasis and eczematous 
dermatosis. 

It can therefore be safely concluded 
from the above data, that cod liver oil 
is a factor in promoting and accelerat- 
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ing tissue repair both experimentally 
and clinically. 


Proctologic Indications for Exter- 
nal Cod Liver Oil 


PEDIATRIC PROCTOLOGY 

Congenital Narrowing of the Anal 
Canal: Finger dilatation thrice weekly 
and Rectal Desitin Ointment twice daily. 

Anal Fissure in the Infant: One or 
two divulsions weekly and Rectal Desi- 
tin Ointment twice daily. 

Gonorrheal Proctitis: Penicillin in- 
jections plus Desitin cod liver oil sup- 
positories twice daily. 


ADULT PROCTOLOGY 

Abscess: Following the usual incision 
and drainage, daily dressings of cod 
liver oil ointment. 

Bacillary Dysentery: Liquid diet, 
cremomycin, cremosuxidine, panmycin, 
streptomycin, sulfasuxidine, antispas- 
modics, sedatives and cod liver oil sup- 
positories twice daily. | 

Chancroidal Proctitis and Anal Ulcer: 
Sulfasuxidine, sulfamarazine,  strepto- 
mycin or chloromycetin will cure soft 
chancres. To allay the rectal tenesmus, 
cod liver oil suppositories are needed 
and for the local treatment of the ulcer 
the ointment is satisfactory. 

Colostomy Wounds: Irritation and 
dermatitis around colostomy wounds are 
frequently relieved with Rectal Desitin 
cod liver oil ointment. The ointment 
should be continued to prevent recur- 
rences, 

Cryptitis and Papillitis: Twice weekly 
painting of crypts and papillae with 
carbofung solution and Desitin sup- 
positories twice daily. 

Factitial Proctitis: (Post radiation 
proctitis) Cod liver oil suppositories 
every other day alternating with hydro- 
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cortisone 1% rectal suppositories. 

Fissure-in-Ano: In early mild fissure- 
in-ano, injection of anesthetic oil 
around the anal fissure and into the 
sphincter muscles anterior and _pos- 
terior followed by cod liver oil sup- 
positories twice daily is beneficial. 

In advanced fissure pentad cases, ex- 
cision of the fissure, sentinel pile, crypt, 
papilla and pecten band, followed by 
cod liver oil ointment twice daily until 
wound is completely healed and for one 
month thereafter, is our treatment in 
this case. 

Fistula: The only satisfactory treat- 
ment is surgical excision of the fistulous 
tracts, followed by cod liver oil oint- 
ment twice daily to accelerate healing. 

Fecal Impaction: Should be broken 
up with the index finger, followed by a 
retention enema of 6 ozs. of 1% Doxi- 
nate (Lloyd Bros.) or 14 hydrogen 
peroxide and 24 water enema. When the 
impaction has been completely evacu- 
ated, cod liver oil suppositories twice 
daily for a week to heal the mucosal 
irritation and trauma. 

Foreign Bodies in the Rectum: After 
the foreign body has been removed, cod 
liver oil suppositories should be in- 
serted twice daily for a week. If a 
perforation with a sharp point or edge 
has occurred, penicillin and streptomy- 
cin injections in adequate dosage is in- 
dicated. 

Gonorrheal Proctitis: Penicillin in 
adequate dosage plus cod liver oil sup- 
positories to relieve tenesmus and heal 
the inflamed mucosa, is good treatment. 

Neurodermatitis of the Peri-anal 
Area: This is usually a single circum- 
scribed thickened, rough and _ light 
colored patch near the anal orifice. 
Lusyn tablets after meals and at bed 
time to allay nervousness is helpful, plus 





cod liver oil ointment on the surface 
2 or 3 times daily. 

Pilonidal Cysts: Complete surgical 
extirpation of the cyst and sinuses, fol- 
lowed by twice daily dressings of cod 
liver oil ointment until closure is com- 
pleted. The ointment allays infection, 
stimulates granulation tissue and ac- 
celerates healing. 

Proctitis: Following any food poison- 
ing associated with diarrhea and rectal 
tenesmus, or from any cause whatso- 
ever, potassium permanganate enemas 
1-5000 twice daily until the diarrhea 
subsides and cod liver oil suppositories 
for about a week thereafter, will relieve 
most cases. 

Postoperative Anal Stenosis: is treat- 
ed by finger dilatation three times week- 
ly. If this is too painful to administer, 
or not sufficient to accomplish a satisfac- 
tory opening, a posterior proctotomy 
should be performed. The cod liver 
oil ointment inserted twice daily after 
surgery, keeps infection down and ac- 
celerates a more rapid healing. 

Pruritus Ani: Soap and water cleans- 
ing is discontinued. Parts are cleansed 
Simple 
types are relieved with cod liver oint- 


with mineral oi] and cotton. 
ment only. Following a clover leaf 
operation for intractable pruritus ani, 
external dressings of cod liver oil oint- 
ment soothes and heals the excoriated 
and incised areas. The ointment is ap- 
plied externally on gauze. 
Postoperative Treatment: In all post- 
operative cases of hemorrhoids, fissures, 
crypts, papillae, fistulae, etc., both cod 
liver oil rectal suppositories and ano- 
rectal ointment are used routinely un- 
til healing is complete, thus keeping in- 
fection down to a minimum, stimulates 
granulation and epithelization and ac- 


celerates healing. The ointment and 
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suppositories are light in color and do 
not stain clothing or sheets. It soothes 
and lubricates the anorectum, making 
bowel movements less painful. It is 
not sensitizing. Suppositories or oint- 
ment are best applied after sitz baths. 

Pectenosis and Pectenotomy: Surgery 
is the indicated treatment. However, 
before surgery is done, Desitin supposi- 
tories on retiring lubricate the anorec- 
tum and facilitate an easier passage. 
After surgery, Rectal Desitin ointment 
after bowel movements and on retiring 
lessens discomfort, minimizes infection. 
and accelerates healing. 

Psoriasis & Eczematous Dermatitis 
(perianal): Cod liver oil lotion and 
ointment softens crusts, reduces in- 
flammation and helps more than any 
other treatment previously used. 

Rectovaginal Fistulae: Surgery is al 
ways indicated. As a postoperative aid 
to accelerate epithelization and granu- 
lation, cod liver oil ointment twice daily 
is indicated. 

Sensitization: During a two year 
period of study, no sensitization to cod 
liver oil ointment or suppositories was 
noted. 

Tuberculous Colitis and Fistulas: 
A compound of bismouth, calcium car- 
bonate, and colloidal kaolin is helpful. 
Bland, high caloric vitamin diet, with 
large doses of vitamin C and calcium; 
sunlight; paro-amino-salycylic acid 
(P.A.S.); isoniazid for long periods of 
time, streptomycin and dihydrostrepto- 
mycin are indicated in the treatment of 


these conditions. Cod liver oil sup- 


positories for the ulcers are added aids. 

With the above combinations of 
treatment the colitis can be brought un- 
der control, and if surgery for tuber- 
culous anorectal lesions has been per- 
formed, the wound remains clean, 
granulation and epithelization is rapid, 
with aid of daily cod liver oil ointment. 

Ulcerative Colitis: Although ulcera- 
tive colitis is a most intractable condi- 
tion, the majority of patients can be 
controlled and kept ambulant indefi- 
nitely. Our treatment consists of a 
high protein, high caloric diet, massive 
doses of vitamins and liver concen- 
trates, chloromycetin, sulfathaladine and 
azopyrine; bismuth compound with 
coloidal kaolin; antispasmodics and 
sedatives; large doses of vitamin K; 
A.C.T.H. and cortisone; blood trans- 
fusions; psychotherapy; and cod liver 
oil suppositories several times daily. 

Hemorrhoids: For internal hemor- 
rhoids where surgery is not necessary, 
the injection treatment, using 5% 
phenol in vegetable or olive oil 2 or 3 
times weekly, plus cod liver oil sup- 
positories twice daily will give good re- 
sults. In elderly patients or in poor 
surgical risk patients, the injection treat- 
ment of hemorrhoids plus suppositories 
gives excellent palliative relief. This 
treatment can be repeated every few 
months, 

For the prolapsing intero-external 
hemorrhoids, surgery is the only satis- 
factory treatment. Cod liver oil oint- 
ment should be used twice daily post- 
operatively. 


Conclusions 


After two years use of Rectal 
Desitin cod liver oil ointment and 
suppositories on the above de- 
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scribed variety of proctologic con- 
ditions we can only say that it has 


fulfilled better than any previously 
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tried medicament, all of the quali-' 


fications we would like to expect 
from a proctologic ointment of this 
kind. 

It is light in color and does not 
stain clothing or bedding. It is 
practically odorless, It is painless, 


soothing, pain-relieving and non- 
sensitizing. It is bacteriostatic and 
bacteriocidal, preventing and re- 
ducing wound infection. It pro- 
motes smooth epithelization and 
healthy granulation tissue and ac- 
celerates wound healing. 


Bibliography 


1. Bosse, P. Kriegseffahrungen im Freiden: 
Die Lehren des Reinsdorfen Sprengstoff Ungl. 
Uckes. Deut. Wchnschr., 61:1623-29, 1935, 

2. Drigalski, W. V. Local vitamin action in 
cod liver oil treatments. Ztschr. f. Vitaminforsch., 
3: 260-268, 1934. 

3. Bisceglie, V. Die Faktoren der organischen 
Entwicklung. Wirkung der Vitamine auf die 
Entwicklung der Gewebeexplantate ‘In Vitro." 
Arch. f. Entwcklnksmechn, d. Organ., 108:708, 
1926. 

4. Nordman, M. and Horger, K. Fernwikungen 
in der Gewebskultur durch Vitamine D and 
Vitaminhaltige Oele. Arch. f, exper. Zellforsch., 
13: 430-444, 1932. 

5. Abramowitz, E. W. Natural Vitamin A & D 
ointment: experience in the treatment of burns, 
varicose ulcers and different dermatoses. Indust. 
Med., 10: 481-486, 1941. 

6. Davson, J. The tissue response to sub- 
cutaneous injection of cod liver oil. Lancet, 2: 
737, 1936. 

7. Lohr, W. & Under, F. Tierexperimentelle 
Untersuchungen ueber die Wundeheilung mit 
Lebertran und die Wirkung seiner Bestandteik. 
Arch. klin. Chir., 189: 405-9, 1937. 

8. Brandeleone, H. and Papper, E., The effect 
of local and oral administration of cod liver oil 
on the rate of wound healing in vitamin A de- 
ficient and normal rats. Ann. Surg., 114: 791-798, 
1941. 

9. Danne, L. et. al. 
treated with cod liver oil and 
stances. Lancet, |: 95-98, 1942. 


wounds 


sub- 


Experimental 
related 


10. & 11. Lauber, H. J. et. al. Experimental 
study of the effect of Vitamin Salves on the 
healing of wounds, Klin. Wohnschr. 14:1143- 
1146, 1935. abs. Internat. Surg. Dig. 20:303-4, 
1935. 

11. Lundh, G. Experimentelle Untersuchungen 
der Wundheilung bei Tierininit Lebertran, Zen- 
tralb, f. Chir, 63: 2860, 1936. 

12. Hardin, P. ‘C.: et. al Southern Surg. 10: 
301, 1941. 

13. Hardin, P. C.: et. al. No. Carolina, M. J. 
1: 82, 1940. 

14. Marks, M. M.: Cod liver oil in Proctologic 
Practice: Missouri Medicine: 187-189, 1955. 

15. Davidson, J. L.: Review of the use of 
Allantoin and cod liver oil in wound treatment, 
Vet. Med, 35: 632-635, 1940. 

16. Lenson, N. Wound Healing: The Role of 
cod liver oil as a tissue stimulant: Am. Journal 
of Surg. 91: 86-90, 1956. 

17. McLaughlin, R. R. M. Skin vitamins: vita- 
mins A & D topical application. M. Times, 
New York 67: 303, 1939. 

18. Callahan, G. B.: Illinois M. J. 82: 368, 
1942, 

19. Grayzel, H. G. et. al.: The Value of a cod 
liver oil ointment and cod liver oil lotion in the 
treatment of dermatoses. N. Y. State J. of Med. 
53: No. 19, 1953. 

20. Behrman, H. T. et. al.: Ind. Med. & Surg. 
18: 512, 1949. 

21. Turell, R. New York State J. M. 50: 2282, 
1951, 


216 THE AMERICAN JOURNAL OF PROCTOLOGY 











Diverticulitis® 


The Clinical Picture and Non-surgical Treatment 


Diverticulitis of the colon is a disease 
which should fall within the scope of 
the gastro-enterologist and non-surgical 
clinician. 

In recent years the discussions at 
medical meetings, mostly in the surgical 
and proctological sections, more and 
more emphasized radical surgery. This, 
of course, referred to resection of the 
offending bowel, and advocated surgi- 
cal drainage of the abscess, and partic- 
ularly so if the picture suggested a rup- 
tured viscus. 

Because surgery in recent years has 
lost its former terrifying aspects and, 
perhaps on account of the glamor which 
surgical intervention has attained in the 
public and medical minds, it requires a 
little boldness of spirit to state that with 
the exception of certain few complica- 
tions, the treatment of this disease may 
well be carried on indefinitely by non- 
surgical means. 

It may be fair, at this point to men- 
tion the imponderables which so fre- 
quently determine physicians to steer 
one course of treatment in preference to 
another. Diverticulitis often presents the 
picture of an acute “belly” and intesti- 
nal obstruction. 
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Only sound judgment, knowledge and 
experience and a resolute personality 
will permit the acceptance of a conserva- 
tive course when every surgical instinct 
gravitates towards immediate interven- 
tion. The all-important thing, then, is 
the determination of the attending 
physician to make his own decisions and 
carry them out, or to select a surgical 
consultant who still retains the broad 
views and wisdom which are the hall- 
mark of a good doctor. 

Let us not forget that the really big 
advances in surgery of the last 15 years, 
the discoveries which reduced the mor- 
talities of the 1920s and 30s from the 
25% class to the one, twos, and threes 
of today, are primarily not technical 
improvements, but the judicious use of 
blood and fluids in the form of replace- 
ment therapy, and the antibiotics of 
chemical and biological origin. Take 
blood, antibiotics and the saline-sugar 
infusion bottle away and surgery, im- 
mediately, will be reduced to the scope 
of a generation ago. 

I can well visualize that the medical 


* Presented at the State Meeting of the New 
York Chapter, International Academy of Proc- 
tology, May 16th, 1955, New York City. 
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historian of the future will describe the 
present period, the 1950s, as the cul- 
mination of rapid surgical advance and 
followed by a new phase, wherein the 
same antibiotics, and present and future 
chemicals, will permit successful treat- 
ment of most inflammatory diseases. 
Add to this, in your imaginative minds, 
a solution of the tumor problem by bio- 
chemical or physical means on a grand 
scale, and the biggest revolution in med- 
ical history will be accomplished. 

Now I present to you one case of di- 
verticulitis. It cannot, of course, cover 
the field. But the case represents the 
average type and is not at all unusual. 
The symptoms, therefore, will be found 
to a major or lesser degree in most 
cases, but some of them may not be 
described in the textbooks. Following 
this, I will attempt to give you a work- 
able therapeutic approach. 

A 48 year old male, mildly consti- 
pated for years, who never used cathar- 
tics, or any of the mineral oil lubricants, 
is our patient. This, incidentally, is a 
frequent denominator of all histories. 
It indicates that these patients have ac- 
cepted a method of heavy intra-abdomi- 
nal pressure for difficult evacuation. 
This, in turn, supports the theory that 
diverticula develop from herniation of 
the mucosa and submucosa through the 
muscular coat of the colon. 

The first symptoms were occasional 
mild diarrhea accompanied by intestinal 
rumbling, audible to those about him. 
The pressure of intestinal gas made the 
stools explosive. They were covered 
with mucus and of very offensive odor. 
There was a slight pain in the left lower 
quadrant. This pain, never severe, but 
always present during the recurrent mild 
episodes of the disease, is pathogno- 
monic to the condition, and becomes a 








Fig. | 


valuable sign to the informed patient, 
who thus may abort an acute attack. 

During this period of mild pain, mild 
diarrhea and much intestinal gas, the 
patient’s working performance was 
much reduced by an uncontrollable fa- 
tigue and exhaustion which literally 
forced him to interrupt his daily duties 
by a rest of short duration. This very 
real, and not controllable exhaustion, is 
the most annoying symptom if the pa- 
tient is accustomed to intense mental or 
physical effort. Probably it is the result 
of a severely disturbed intestinal metab- 
olism with absorption of toxic matter. 

In many of these cases the pain may 
be first or the exhaustion may be first, 
but one follows the other. 

Our patient complained of intense 
pruritus of the ano-rectal mucosa. This 
pruritus, not in the skin—but a burning 
sensation at the points of exposed mu- 
cosa (like pepper sprinkled on the 
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tongue)—always disappeared when the 
episode subsided, but returned regu- 
larly, and indicated the presence of a 
highly irritated colon in conjunction 
with inflammatory diverticular disease. 

Typically also, the appetite continued 
good throughout, but distress followed 
3 to 6 hours after a heavy meal, demon- 
strating normal physiology in the upper 
tract. 

The diagnosis of diverticular disease 
was established during one of the houts 
of intestinal distress. 

X-ray (Fig. 1), taken during a pe- 
riod of moderate but steady left lower 
quadrant discomfort, actually visualizes 
the “pain.” Multiple diverticula are 
present in the sigmoid area and near the 
splenic flexure. The speed of the barium 
rushing through the descending colon 
and sigmoid—the irritated and painful 
area—causes a blurring of the outline 
when compared with the normal areas 
of the colon. 


Fig. 2 





a3 
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The patient then improved on a low 
residue diet and regulation of bowel 
habits by a technic which will be de- 
scribed shortly. 

This picture changed abruptly when, 
18 months later, the condition became 
acute. It was marked by severe pain in 
the left lower quadrant, tenderness and - 
muscle resistance and rigidity over the 
sigmoid area and two inches towards the 
mid-line. (Temp. 101, WBC 19,900). 
He was not able to straighten his legs. 
There was much embarrassment of the 
bladder with normal urinary findings. 


.The patient was distressed with the blad- 


der moderately full, and immediately 
relieved by urination. 

In the absence of active peristalsis 
and negative results of enemas, a diag- 
nosis of “diverticular abscess, ruptured, 
with bowel obstruction,” was made. 

Pending decision concerning treat- 
ment of this acute abdomen the patient 
received Aureomycin, 250 mg. every 4 
hours. Surgical consultation decided in 
favor of intervention the next morning, 
provided the pressure of the abscess, 
the discomfort of the legs and bladder, 
and the blood picture did not show some 
sign of abatement. This occurred in 
about 18 hours following the initial 
dose of Aureomycin. The bladder dis- 
tress eased, the white count reduced to 
14,000. From this point on the condi- 
tion improved steadily, but the edema 
of the sigmoid plus the pressure of the 
surrounding abscess, prevented bowel 
activity for about three days. Thus ter- 
minated the acute phase within a few 
days, under antibiotics, mild sedation 
and enemas. 

There have been a number of recur- 
rent episodes of subacute inflammatory 
disease. Each was marked by the same 
symptoms: loose stools, lower bowel 
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gas, left lower quadrant pain, “pepper” 
pruritus, and most annoying of all, in- 
tense afternoon exhaustion. 

The patient now recognizes the symp- 
toms and, as a result, has been able to 
keep out of major trouble. Constipa- 
tion, when it occurs, is treated by an 
oil-agar mixture, like Agoral, plain (no 
cathartics please); diarrhea is treaied 
with kaolin-pectate, 2 tablespoons 3 to 
5 times daily. A most important drug, 
apparently poorly understood, and the 
one which in my opinion creates the 
most antiphlogistic response in a sub- 
acutely inflamed or irritated bowel, is 
barium. It is given in a single dase of 
4 to 6 tablespoons and repeated, if nec- 
essary, the 2nd or 3rd day. The result 
of such a dose of barium is much bet- 
ter than one might explain through the 
customary concept of filling the divertic- 
ula with this material. I believe that 
barium is a most valuable part of suc- 
cessful treatment. 

Your patient, in his mild episodes, 
does not sleep well. The abdominal dis- 
comfort wakes him up. Good sleep, I am 
sure, shortens or eases the episode. Give 
him a mild sedative of your choice. I 
prefer phenobarbital, gr. 14 or chloral 
hydrate, gr. 71/4. 

While we mention sedation, let me 
quickly pass over one factor which we 
only began to understand very recently. 
Call it emotion, stress, anxiety, or fear. 
Irritable colon and chronic diverticuli- 
tis are closely related dysfunctions, and 
I am certain that the various stresses 
precipitate many, if not most, attacks. 
Here, then, we enter the field of the 
superphysician, the man who can in- 
spect a rectum, and diagnose the need 
for rebalancing of the patient’s emo- 
tional needs. And, best of all, accom- 
plish a cure. 
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Fig. 3 


The diet should omit foods which 
have a fibrous residue or high fermen- 
tative qualities. It also should exclude 
pepper and other irritating spices. 

Berries and other seed-carrying foods 
frequently are prohibited, but I never 
have been convinced that they are harm- 
ful. 

There is a definite place for the sulfas 
in these attacks. If we remember that 
gas, bloating, and offensive stools, are 
cardinal symptoms of the non-acute 
phase of the disease, we can accept the 
sulfasuxidines and guanidines as steril- 
izing agents. Give them fast and in 
heavy doses (5 grams at 4-hour inter- 
vals, reduced to 2 grams when symp- 
toms disappear). With this therapeutic 
approach the “mycins” are seldom need- 
ed. When they are required, I prefer 
Erythromycin. It should be used _pri- 
marily if the symptoms suggest that the 
disease is spreading outside the lumen 
of the bowel. 











Surgical emergencies are rare in this 
disease. The incidence of perforation 
into the abdominal cavity is much 
smaller than comparison with appendi- 
citis might suggest. Obstructive symp- 
toms, if caused by edema of an inflamed 
viscus or the pressure of an adjacent 
abscess, are likely to subside with the 
recession of the acute attack. Perfora- 
tions with fistulae into the bladder, of 
course, require intervention, but not 
immediately. A cautious and essentially 
conservative approach to the problems 
of these patients, therefore, appears the 
one most likely to succeed best. 


Summary 


Under this general plan of treat- 
ment — with addition of blood 


transfusion for those patients who 
periodically bleed, my patients have 
done well. It is not justified to gen- 
eralize the limited experiences of 
one or a few observers. Also, one 
cannot expect that similar favor- 
able conditions with co-operative 
patients are always met. 

These patients have been in- 
formed of the nature of their ill- 
ness, they have been advised of 
the usual non-malignancy of the 
disorder, and they have lost their 
fear. They learn to accept the 
minor symptoms as one of the 
nuisances which go with life. None 
of them, during the last five years 
of observation—which is the pe- 
riod during which the above plan 
was followed — developed compli- 
cations which required surgery. 








Alfred J. Cantor, M.D., International Secretary of the International Academy 
of Proctology, presents Matthew W. McDougall, M.D., Representative of the 
Southern California Chapter, with the Charter for the newly established Southern 
California Chapter. 
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Hemorrhoidectomy * 


Prevention of Postoperative Complications 


The difference between good post- 
operative results and poor ones depends 
upon attention to certain details of tech- 
nic. These may be classified as follows: 
1. Removal of correct amount of tissue. 

(a) Tissue conservation (to prevent 
stricture). 

(b) Removal of sufficient tissue (thus 
preventing skin tags and residual 
hemorrhoidal tissue). 

2. Prevention of postoperative pain. 
This is the postoperative complication 
most feared by the patient. 

3. Prevention of infection. 

4. Prevention of hemorrhage. 

Several of these headings overlap. 
For example, to prevent stricture, atten- 
tion must be given to conservation of 
tissue and to avoidance of infection. 

Before taking up methods of attain- 
ing these four requirements, it would 
be well to review briefly the routine pre- 
operative, operative, and postoperative 
technics employed by the author. The 
preferred operation is the dissection, 
ligation and excision procedure, which 
may, in practice, be varied in minor 
details. 

Preparation consists of a non-residue 
diet on the day preceding operation and, 
in the evening, perianal shaving, cleans- 
ing and an enema. The enema is pref- 
erably not repeated the morning of 


WILLIAM LIEBERMAN, M.D.* 
Brooklyn, New York 


operation since retained liquid feces 
may pour forth when most annoying to 
the surgeon. Morphine is given one 
hour preoperatively. The patient is 
placed in the position preferred, either 
the Sims lateral, lithotomy, or prone 
with elevated hips, (the latter is pre- 
ferred by the writer) and the anesthetic 
of choice administered. The anal canal 
and perianal region are painted thor- 
oughly with an antiseptic solution such 
as mercurochrome, picric acid, or, ex- 
ternally, iodine and alcohol. The use 
of iodine on the mucous membrane ap- 
pears unnecessarily harsh. 

The anus is retracted, each pile seized 
with a clamp, and additional clamps 
used for the external portion of the pile 
if necessary. With scissors or scalpel 
the junction of the base of the hemor- 
rhoid and the perianal skin is incised 
into the submucous space. By blunt dis- 
section with the finger wrapped in a 
single layer of gauze, assisted when re- 
quired by scissors or scalpel, the re- 
mainder of the pile is separated to its 
upper end where it remains attached by 
the pedicle containing its vessels. Injury 


*Read at the Seventh Annual Convention, 
International Academy of Proctology, New York, 
N. Y., March 25, 1955. 

tAttending Proctologist, The Unity Hospital, 
Brooklyn, N. Y. 

From the section on Proctology, Department 
of Surgery, The Unity Hospital. 
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to the sphincter is carefully guarded 
against. Chromic catgut No. 1 on a 
round needle is passed through the 
pedicle from its lateral aspect inward 
toward the lumen of the anal canal, thus 
permitting placing the needle and the 
ligature accurately in the groove be- 
tween the pedicle and the anal wall. It 
is then tied as a suture-ligature com- 
pletely around the pedicle and the 
hemorrhoid is excised. The procedure 
is repeated for the remaining piles. A 
well lubricated rubber tissue or gauze 
drain is inserted in the anal canal and 
dressings are applied and held in place 
by adhesive or a snug T-binder. 
Postoperatively, on the first day, mor- 
phine is given hypodermically in 14 
grain doses or demerol 75 to 100 mgm., 
as required, for pain. The drain is re- 
moved in twenty-four hours when dress- 
ings are changed and the tissues cleansed 
with warm water or a mild antiseptic 
such as hydrogen peroxide. Soft diet is 
given for two days in moderate amounts 
and then a full diet in smaller quanti- 
ties. On the second day the patient 
begins to receive mineral oil by mouth 
and on the third day three to five ounces 
of warm olive oil are injected into the 
rectum through a small caliber, soft 
rubber catheter, thus permitting an 
easier first bowel movement. The patient 
may leave the hospital as soon thereafter 
as desired. Beginning about a week 
later, i.e., on about the tenth day, and 
continuing until healing is complete, the 
lubricated index finger is inserted into 
the anal canal every four or five days 
to prevent the formation of adhesions. 
This in general terms is the technic 
which, to the writer, appears to be the 
simplest and most effective type of 
hemorrhoidectomy. Within this frame- 
work the preventive measures previously 
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outlined are applicable as follows. 

1. Removal of Proper Amount of 
Tissue If the anal pathology is amen- 
able to improvement preoperatively this 
should be accomplished, and acute 
edema or infection controlled by rest in 
bed, diet and appropriate dressings or 
irrigations. When edema and infection 
have subsided, a more correct estimate 
of what requires removal can be made 
and, in addition, strictures attributable 
to operating in the presence of acute 
infection may be prevented. A prelimi- 
nary reduction of prolapsed edematous 
piles by the use of cold compresses with 
adrenalin is desirable, but if they are 
strangulated, or sloughing, operation 
should not be delayed. 

Tissue landmarks and the degree of 
redundancy and prolapse are carefully 
noted. A decision concerning what is 
to be removed is made before the injec- 
tion of a local anesthetic. Clamping 
and handling produce misleading 
edema. 

Spare the skin and mucosa as much 
as possible by keeping incisions close to 
the sides of the hemorrhoidal mass, thus 
forming a narrow pedicle and leaving 
intact skin and mucosa between the ex- 
cised areas. 

If much mucosa has _ unavoidably 
been removed it may be well to draw 
the pile stump down toward the exterior 
and bury it by a suture into the raw 
area, where it will help to provide soft 
tissue and decrease scarring. The liga- 
ture around the pedicle may be left long 
and threaded on a needle for this pur- 
pose. 

The ligation and excision of each pile 
should take place at a different level 
from the anus, in other words, be stag- 
gered, to prevent the formation of a 
continuous circular scar. 








Routine postoperative dilation of the 
anus by insertion of the lubricated 
finger is important in breaking up any 
young adhesions. This measure must 
not be neglected. It is begun about the 
tenth day when pain is not too severe 
and repeated once, twice, or even three 
times a week as required, until the pa- 
tient’s discharge. 

2. Decrease of Postoperative 
Pain If a local anesthetic is used inject 
only ds much as will suffice for complete 
anesthesia. Unnecessary distention of 
tissues not only produces distortion but 
also injures the tissues and increases 
“after-pain.” : 

Much of the pain is due to the spastic 
contraction of the sphincter when it re- 
gains its tonus. Preoperative stretching 
of the muscle is ineffective in counter- 
acting this result because the paralysis 
produced is only temporary and the 
muscle may be permanently injured in 
the process. In fact any dilation re- 
quired for exposure is best done gently 


and to a minimum degree. Of value in 
reducing this postoperative spasm is the 
preoperative injection of a long-lasting 
anesthetic in oil into each side of the 
external sphincter muscle. The oil solu- 
tion is evenly distributed in tiny drop- 
lets by means of a 23 gauge needle. This 
produces partial or complete muscular 
relaxation for five to seven days or more 
and a definite decrease in pain. Instead 
of into the muscle it may be injected, 
but with somewhat less certainty of 
action, lateral to it, fanwise, hoping to 
afiect the filaments of the inferior hem- 
orrhoidal nerves, and branches of the 
fourth sacral nerves where they enter 
the sphincter. A few droplets may also 
be injected beneath the sites of the skin 
incisions. The usual precautions in the 
use of a solution of this type must be 
observed, namely, avoidance of pooling 
in any one spot and avoidance of injec- 
tion in the skin, which might result in 
a superficial slough, which, however, 
heals readily. (Fig. 1.) 





Injection of anesthetic-in-oil by droplets, No injections are made in 
areas A and B, in order to avoid pooling. 


Rough handling of the tissues is 
avoided, and bruising clamps are ap- 
plied, if possible, only to tissues which 


are subsequently to be removed. Opera- 
tive trauma is reborn as postoperative 
pain. Similarly, in applying ligatures to 
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Suture-ligature knot is placed between hemorrhoidal pedicle and the wall of anal 


canal, out of the fecal stream. 


bleeding vessels, avoid catching the skin 
and use as few ligatures as are compat- 
ible with security. 

The old fashioned rubber tube 
wrapped with gauze (the so-called 
“whistle”) as an anal packing is con- 
demned. It is unnecessary and is cruelly 
painful on removal. A plea is here 
made for its complete and final discon- 
tinuance. 

‘A strip of folded gauze or once-folded 
rubber tissue, well lubricated, with an 
anesthetic ointment if desired, is suffi- 
cient. It should not plug the anus 
tightly. 

Valuable adjuncts are postoperative 
morphine or demerol as required, min- 
eral oil orally and warm olive oil by 
rectum before the first or any sub- 
sequent defecation. Following a bowel 
movement sitz baths, quite warm, are 
taken. In fact, moving the bowels dur- 
ing the early days while sitting in a 
basin of warm water is a very useful 
aid in allaying pain. 
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3. Prevention of Infection The 
routine preoperative cleansing and anti- 
sepsis of the rectum and perianal re- 
gions are not to be skimped merely be- 
cause soiling is sure to occur later. 
Keeping the bowels from moving for 
three days postoperatively, until granu- 
lation and healing have well begun, al- 
lows time for a partial tissue recovery 
from the operative trauma and increases 
the local resistance to infection. Earlier 
defecation is thus inadvisable as well as 
painful. Tinctura opii may be admin- 
istered to bind the bowels for three days 
but is usually unnecessary. 

Anal and perianal incisions are best 
left open to heal by granulation. Sutur- 
ing interferes with drainage and may 
help to produce skin tabs. 

4. Prevention of Hemorrhage 
Dissection of the hemorrhoid is done in 
the natural plane of tissue cleavage to 
avoid dividing small vessels. All definite 
bleeders are carefully ligated and oozing 
controlled by pressure. 


225 








The suture-ligature about the hemor- 
rhoidal pedicle is tied with a double or 
triple knot, which is placed on the side 
toward the anal wall so that it will not 
be in the fecal stream and so that the 
pedicle stump will overlie and protect it 
from fecal friction. (Fig. 2.) Chromic 
catgut rather than plain is used as a 





precaution against premature separation 
of the ligature, and sufficient of the ped- 
icle stump is left to prevent the ligature 
from slipping. Other measures used to 
prevent bleeding are the application of 
oxidized cellulose where excessive ooz- 
ing is noted and application of external 
packing held by tight adhesive strips. 


Summary 


1. The technic of the dissection, 
ligation, excision operation is re- 
viewed. 

2. Careful attention to impor- 


tant details in the technic will 
greatly decrease the incidence of 
postoperative stricture, skin tabs, 
pain, infection and hemorrhage. 
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(a) Possible locations of fistulae. (b) Fistula from sigmoid colon to skin surface. 
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Prolapse of 
The Rectum 


Treatment by Fixation to the Anterior Longitudinal 


Ligament of the Sacrum 


Operative treatments of prolapse of 
the rectum, as in most surgical condi- 
tions, have depended upon many differ- 
ent methods as employed by numerous 
pioneers and authorities. Some of them 
have enjoyed wider recognition and 
practice than others. Those which have 
survived the test of time and still hold 
their own are few in number. 

As we all know, the pathogeneses of 
prolapse of the rectum are many. But 
the factors seem reducible to two basic 
conditions: weakness in the supporting 
elements within the rectal wall itself pro- 
ducing separation of the rectal mucosa 
from its muscular layer, or in the sup- 
porting structures extrinsically related 
to the bony pelvis. Whatever the cause 
or causes may be, the problem at hand 
is purely mechanical in nature. 

It is our ideal, then, to restore the 
organ as nearly as possible to adequate- 
ly corrected anatomical position and 
improved function by the most rational 
means, with least surgical risk, with 
least need of postoperative care and 
with simplest technic. 

The proposed correction of the pro- 
lapse is based (1) on the use of the 
tissue reaction which separation of the 
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rectum from the sacrum produces, (2) 
on suturing the posterior rectal wall to 
the anterior longitudinal ligament of the 
sacrum, (3) on induction of natural 
adhesion between these elements. 

The technic is as follows: 

(1) The patient is prepared in the 
manner usual for proctological opera- 
tion. 

(2) General, spinal or intravenous 
anesthesia may be employed and, if de- 
sired, local also. 

(3) The patient is placed in lithotomy 
position. 

(4) The prolapsed rectum is reduced 
and the lumen packed with gauze. 

(5) A curved transverse incision is 
made midway between the anus and the 
coccyx. It should be about 214 to 314 
inches long with the concavity toward 
the anus. 

(6) The anococcygeal body is care- 
fully dissected out and transected. It is 
a good plan to place a suture at each 
severed end of the muscle for future 
identification and reunion. 

(7) Dissection is carried out between 
the rectum and the sacrum. One will 
encounter no difficulty nor endanger any 
structures as long as one stays close to 
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the midline. 
danger of entering the peritoneal cavity. 
One must bear in mind, however, that 
the superior hemorrhoidal artery and 
vein supply and drain the posterior wall 
of the rectum, and the middle sacral 
artery, which is very small, follows the 
midline concavity of the sacrum. These 
will present little difficulty. Separation 
should be carried out as high as feasible 
but not higher than the lower boundary 
of the first sacral segment. 

(8) Three fine chromic catgut sutures 
(+0 or #1) are placed transversely in 
the anterior longitudinal ligament. The 
upper one, ideally, would be at the first 
or second sacral level, the lower one at 
the sacrococcygeal level, and the middle 
one between the two. The sutures are 
kept long artd left free. This part of the 
operation, obtaining a secure bite in the 
ligament with an curved 
needle, presents the only real technical 
difficulty. 

This is due to the fact that the 
ligament is so firmly attached to the 
internal midline of the sacrum. The 
cutting-edge needle is likely to cut some 
ligamentous fibers. The round needle, 
whose body is usually bulky, is more 
difficult to pass, and therefore not en- 
ideal 
needle for this purpose would be a small 
3% circular one with a ribbon-like flat, 
thin, body without cutting edges except 


Practically, there is no 


ordinary 


tirely satisfactory either. An 


at its very point, and with an atraumatic 
eye. Such a needle is not now available, 
but one may be improvised from a 
curved cutting-edge needle by grinding 
it down on a fine oil stone to suit the 
purpose. A bite of one centimeter in 
width is sufficient in the author’s experi- 
ence. Maintaining a good direct view 
of the field presents the usual problem. 
Proper use of the retractor by the as- 


sistant and good illumination with the 
head light are essential. 

(9) The posterior wall of the rectum 
is now evaginated through the incision 
with the aid of the assistant’s finger in 
the lumen of the rectum. 

(10) Pass the upper suture already 
placed in the anterior longitudinal liga- 
ment through the posterior wall of the 
rectum at the corresponding level. The 
bite should include the rectal muscula- 
ture and should be transversely placed. 
It should be approximately one and one 
half centimeter in width. The suture 
thus placed should not be drawn or tied 
at this stage. The determination of the 
level of the suture in the rectal wall may 
be made by visual estimate. 

(11) The middle and lower sutures 
are placed in a similar manner at the 
corresponding levels of the posterior 
rectal wall. 

(12) Now the rectum is replaced in 
normal position and the upper suture is 
drawn and tied gently and snugly. The 
middle and lower sutures are similarly 
secured. 

(13) The field is inspected, especially 
for the position of the rectum, and also 
for bleeding spots and foreign bodies. 
Now, reunite the anococcygeal body 
with fine chromic catgut. Here soft 
rubber drains may be inserted on each 
side if they are needed. The author has 
never used them. The skin is closed 
with either silk or plain catgut. The 
author prefers the latter. 

(14) The gauze packing in the rec- 
tu mis now replaced with the vaseline 
gauze. 

(15) Usual postoperative care is fol- 
lowed. 

In children the operative field is 
small, but it is more easily accessible 
because the curvature of the sacrum is 
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less prominent. Two sutures seem to be 
sufficient in most of the cases. 

This operative treatment is applicable 
to all uncomplicated cases of prolapsed 
rectum except Concealed Prolapse 
(Buie’s modification of Tuttle’s classi- 
fication) or Third Degree Complete Pro- 
lapse (Tuttle’s classification), really of 
intussusception type. 

For the partial prolapse, especially 
among children, where only the mucosa 
is prolapsed, theoretically this operation 
would not be the choice. However, even 
in such cases, when other supporting 
structures are believed to be involved in 
some degree, often the case, this opera- 
tion has produced gratifying results. 


The author has had only 12 cases in 
all: 4 children and 8 adults. In one of 
these cases, a very violent, uncoopera- 
tive, adult, mental patient, the result has 
been nevertheless successful. Ten of 
these have shown no complication or 
recurrence during the follow-up period 
of two to five years. The author has lost 
track of the remaining 2 cases (1 adult 
and | child). 

The reader may be familiar with the 
operations advocated by Tuttle, Verneil, 
and Fowler who seem to have ap- 
proached the problem with similar ideas 
but did not utilize the anterior longi- 
tudinal ligament in restoring the rectum 
to normal position. 


Summary 


The author believes that this 
operation as here presented is 
capable of correcting prolapse of 


the rectum in a rational and simple 
manner without dangerous en- 
croachment upon other structures. 





Clini-Clipping 





Median saggital section showing caudal anesthesia. 
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A Cucumber Perforating 


Rectosigmoid Junction 


Foreign bodies can gain entrance 
into the sigmoid by four main routes. 
First by ingestion, secondly by develop- 
ment within the intestinal tract, thirdly 
by traveling from a neighboring organ, 
and fourthly by introduction through 
the anus. 

The literature is voluminous as to 


E. H. PANASCI, M.D. 
Rome, New York 


H. A. ZUTRAUEN, M.D. 
West Layden, New York 


the types and kinds of objects that can 
gain access to the sigmoid and even- 
tually rupture the viscus. In all the 
literature read and seen no mention of 
a cucumber perforating the sigmoid 
was encountered. The symptoms pro- 
duced by a perforated sigmoid are vari- 
able depending on the size of the object 
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@ piece removed in anus 


and the amount of damage done to the 
tissue. Pain is present at all times and 
may be constant or intermittent. Associ- 
ated with the pain one can have bleed- 
ing, colic, nausea, vomiting, sweats, 
diarrhea, tenesmus, hiccoughs, fainting 
or convulsions. The diagnosis is made 
by digital examination, proctoscopic or 
x-ray, including fluoroscopic examina- 
tion. On digital examination one must 
be careful to avoid pushing the object 
upward and rupturing the sigmoid. The 
prognosis depends on the type of peri- 
tonitis that has developed and the time 
interval between perforation and opera- 
tion. The antibiotics and sulfonamides 
have materially reduced the mortality 
rate in perforation of the sigmoid. 
Case Report On the morning of 
June 20th, 1953, J. M., a 31 year old, 
married, white, male, the father of two 
children, was admitted to the hospital. 
This stout, muscular patient complained 
of pain in the anus and lower abdomen. 
He was perspiring profusely and very 


(Vol. 7, No. 3) JUNE 1956 


apprehensive. Temperature on admis- 
sion was 99.4°, pulse 124 and respira- 
tions 25. The patient stated that he had 
been attacked by three men who in- 
serted a foreign body in his anus. Ex- 
amination revealed the abdomen slightly 
distended and patient generally tender 
over both lower quadrants with slight 
rigidity. On rectal examination a foreign 
body was felt about 10 cms. above the 
anus, quite hard and slightly moveable. 
Anoscopic examination revealed a cu- 
cumber. A small piece was removed with 
Sodium Pentothal anesthesia. The rest 
of the cucumber could not be removed 
by the anal route. A few hours later a 
laparotomy was performed. Through a 
midline incision below the umbilicus the 
cucumber was removed from the ab- 
dominal cavity. 

The cucumber was 71% inches in 
length and the greatest diameter meas- 
ured about 2 inches. The cucumber had 
perforated through the intestine at the 
recto-sigmoid junction. In the abdomi- 
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nal cavity there was thick greenish pus, sulfasuxadine Gms 2 t.i.d., started on 


especially around the perforated bowel 
and cucumber. The perforated gut. was 
sutured with interrupted intestinal su- 
tures in two layers. The abdominal lay- 
ers were approximated with continuous 
#0 catgut, for the peritoneum, +30 
steel wire for the fascia and +70 steel 
wire for the skin and subcutaneous tis- 
sue. A drain was inserted through a 
stab wound for 36 hours. Along with 
intravenous fluids, the patient received 
600,000 U penicillin daily, terramycin 
250 mgm daily for three days and 


the 3rd post-operative day and con- 
tinued until discharged. 

The post-operative course was un- 
eventiul and patient was discharged as 
cured on the 13th post-operative day. 
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(a) Diverticulosis of Colon. (b) Diverticulitis of Colon. 
232 THE AMERICAN JOURNAL OF PROCTOLOGY 











Pilonidal 


Cyst and 


Constitutional Somatotype 


BENJAMIN L. CRUE, JR., LCDR (MC) USN* 


Pilonidal sinus disease is not a rare 
condition. Swinton’ in 1953 reported 
on replies to a questionnaire from ap- 
proximately one-half of the members of 
the American Proctologic Society and 
tabulated over twenty-five thousand 
cases. This condition is especially preva- 
lent in the Armed Forces where young 
adult males are in the majority. In the 
recent surgical literature there have 
been numerous articles dealing with 
various methods of treatment in an at- 
tempt to find a better method of therapy 
resulting in a shorter period of time lost 
from active duty or from work. 

The pathogenesis of this condition has 
long aroused controversy. Peterson and 
Ames give a good review of the theories 
of etiology.? Most authors are now con- 
vinced of its congenital nature, although 
there are those who deny that this con- 
dition is a developmental defect.* 

The authors have been interested in 
just what type of patients are afflicted 
with this condition. They have been re- 
ferred to as “young adult males of the 
white race, particularly of the hirsute 
type’* or “black-haired individuals of 
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the hirsute type.”® Predisposing causes 
of an acute infection in a pilonidal cyst 
such as trauma, obesity, and poor hy- 
giene have often been mentioned. But 
one of the outstanding characteristics has 
not been stressed—this is the finding of 
an unusual similarity in constitutional 
body type. 

The father of modern anthropological 
study of body build was Kretschmer.® 
Unfortunately, his application of consti- 
tutional types in the field of psychiatry 
raised many protests. This was especially 
true because of the discredited pseudo- 
science of phrenology by the followers 
of Gall’ and the work on “criminal stig- 
mata” by Lumbroso.® For a considerable 
time few scientific investigators were at- 
tracted to this field. Draper came 
forward with his studies on the peptic 
ulcer versus the gall bladder type.® Re- 
cently Sheldon, with his scientific method 
of somatotyping, has put constitutional 
study back on a firmer basis.’ 1 


* Department of Neurosurgery, U. S. Naval 
Hospital, Chelsea, Massachusetts. 

+ Department of General Surgery, U.S, Naval 
Hospital, Chelsea, Massachusetts. 
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CASE #4 





A 


Any review of the foreign literature 
or older works on this subject must re- 
main confusing because almost every 
worker used his own terminology and 
system of classification.’ ****** How- 
ever, most medical men will now agree 
that many pathological conditions may 
well have as a partial underlying con- 
tributing factor some constitutional ele- 
ment, small and unimportant as this may 
be regarded at the present time. This 
holds true for psychiatric disorders or 
normal patterns of behavior; psychoso- 
matic diseases such as peptic ulcers; 
some allergic conditions; perhaps the 
response to bacterial infections such as 
tuberculosis or even viral infections such 
as poliomyelitis; and some believe even 
in neoplasia. Be this as it may, there 
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can be little doubt regarding a constitu- 
tional factor in pilonidal sinus disease. 
This should not be surprising in view 
of its probable origin as a developmental 
defect. 

In an effort to substantiate this belief 
a crude record was kept (see chart) of 
fifty cases of pilonidal cyst in two con- 
secutive series. The first twenty cases 
were collected by the senior author from 
1949 to 1951. These included cases 
operated on by this author as well as 
those done previously and the scar dis- 
covered on routine physical examination. 
No cases without operation were in- 
cluded. Unfortunately, no record of the 
present age was kept at the time of ex- 
amination, but in all but a few cases the 
elapsed time from surgery was brief and 
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CASE #5 


there had been little change in weight. 
Cases 21 through 50 were recorded con- 
secutively as they came to surgery at this 
hospital during 1955. 

Although the number of cases is small, 
there are several observations that can 
be justifiably made. The majority of the 
patients were short and heavy. They 
were stocky with thick trunks, but not 
truly obese. Regardless of height, they 
were active and athletic in spite of their 
weight. Thus, they are typical examples 
of Kretchmer’s pyknic and Sheldon’s 
endomorphic mesomorph types.  Al- 
though averages mean little, the finding 
of an average weight of 173 lbs. with an 
average height of 5’8” in this young an 
age group certainly is significant when 
compared to any similar larger control 
group such as selective service inductees 
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or Sheldon’s four thousand cases on boys 
aged 16 to 20.*° Typical are cases Num- 
ber 4 and Number 5 (see photographs). 

One obvious exception is Number 11. 
He was 29 years old when examined and 
had had a “sacral sinus” excised at age 
16 before entrance into the service. No 
record of the surgery could be obtained 
but it was not thought right to exclude 
him from the consecutive series. 

Another clinical observation is the 
finding of a degree of dysplasia in these 
patients. For their weight and mesomor- 
phic classification they seemed to have 
small, short, but broad, hands and feet. 
There was no indication of any true 
achondroplasia, however. 

There was no clinical impression of 
any preponderance of brunettes or 
“Mediterranean type” above the ex- 
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pected incidence. It is true, however, 
that the majority were hirsute, including 


the blondes. But hairiness may well be 
correlated with the somatotype.’” ? 


Summary 


Pilonidal sinus disease is a fre- 
quently encountered condition in 
the military services. There appears 
to be a definite constitutional body 
type in this condition. Fifty con- 
secutive cases of pilonidal sinus who 
required surgery were collected and 


height and weight recorded. The 
majority had a somatotype classifi- 
cation in the endomorphic meso- 
morph category. It is hoped that 
this report may encourage further 
observations on some large proc- 
tological service. 
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Volvulus 


Complicating 


Pregnancy 


Volvulus, a rare complication of 
pregnancy, was first reported in 1885 
by Braun,’ of Germany. The first com- 
plete review of the literature on this 
subject was made in 1931 by Lambert,’ 
of Paris, who collected records of 61 
cases. In 1944 Kohn, ef al.,1 brought 
the literature up to date with an excel- 
Jent review which added 18 cases. At 
that time, only six cases had been re- 
ported in the United States. Hilton and 
McGinnis,” in 1951 again reviewed the 
literature and added _ four 
cases,” * * including one of his own, 
which became the seventh in the United 
States. His case is believed to be the 
only one in the world of a compound 
volvulus involving both the large and 
small intestines. Since then, two cases 
have appeared in the literature through 
1952 (Searle;* O’Malley)*. As one of 
these (O’Malley) was in this country, 
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the case herein reported becomes the 
ninth in the United States and the 86th 


in the world. 


Report of Case 

Mrs. C.A., a 39-year-old white multi- 
gravida, was admitted to Doctors Hos- 
pital, Washington, D.C., on May 30, 
1954. Her expected date of confine- 
ment was July 12. The previous ob- 
stetrical history revealed three Caesarean 
sections. The first two were of the ex- 
traperitoneal type, and the third was a 
low transverse cervical section termi- 
nating a twin pregnancy. The present 
pregnancy was uneventful until the on- 
set of the present illness on May 29, 
1954. This began with generalized ab- 
dominal pain of a colicky nature which 
was not severe enough to incapacitate 
the patient. The pain continued during 
the night, becoming more severe, and 
being accompanied by vomiting by 
early morning. Symptomatic treatment 
with a phosphorated carbohydrate prep- 
aration largely controlled the symptoms 
until late evening, when the pain became 
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very severe and marked abdominal dis- 
tension developed. Fetal movement was 
last noted on May 29, and the last 
bowel movement occurred on May 27. 

Physical examination on admission 
to the hospital revealed an acutely ill 
patient with labored respiration and 
profuse perspiration. The pulse rate was 
160 per minute and the temperature 99°. 
There was marked generalized abdomi- 
nal distension, with tympany to percus- 
sion in the epigastric and left lateral 
regions of the abdomen. Abdominal 
tenderness to palpation was present over 
the entire abdomen but was 
marked in the epigastrium and along 
the left side. There was no rebound 
tenderness and, owing to the distension, 
rigidity could not be demonstrated. 
Auscultation revealed the absence of 
peristalsis and of fetal heart tones. The 
uterus could be outlined and extended 
to a level 10 cm. above the umbilicus. 
A blood count showed 20,400 leucocytes, 
98 percent of which were neutrophiles, 
and two percent of which were lympho- 
cytes. The hemoglobin content was 16.4 
gms. An X-ray of the abdomen revealed 
distended loops of intestine, with a re- 
markably large loop along the left side 
and across the upper portion of the 
abdomen. An enema was attempted, but 
the solution could not be introduced ex- 
cept in too small quantities. 

About three hours after admission a 
laparotomy was performed under so- 
dium _pentothal-ethylene- oxygen-ether 
anesthesia, using a low mid-line incision 
and excising an existing scar. On open- 
ing the peritoneum it was discovered 
that there were about 500 cc. of hemor- 
rhagic peritoneal fluid present, and ex- 
ploration revealed a gangrenous mass 
lying to the left of and above the gravid 
uterus. This mass could not be exposed 


more 
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even after extending the incision to the 
left of the umbilicus and delivering a 
dead fetus by classical section. A sub- 
total hysterectomy was then performed, 
allowing a very large, gangrenous vol- 
vulus of the colon to be exposed. (Figure 
1) Torsion was 360° in a clockwise 
direction. The bowel was deflated by de- 
torsion, which allowed a rectal tube to 
reach the distended segment. The in- 
volved section of bowel was exteriorized 
and the abdomen closed. (Figure 2) 
On June 1 the patient was returned 
to the operating room and the exteri- 
orized segment of gangrenous bowel, 
which was approximately two feet in 
length, amputated with cautery. A large 
bore catheter was sewed into the proxi- 
mal stump. Although the patient’s con- 
valescense was stormy, she improved 





Fig. 1. Volvulus of the recto-sigmoid colon with 
gangrene. 
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daily and was ambulatory on the fifth 
post-operative day. Because of question- 
able viability of the margins of the 
proximal limb of the colostomy, the 
patient was returned to the operating 
room on June 14 and a transverse 
colostomy performed. She then made an 
uneventful recovery and was discharged 
on June 22, 1954. 

The transverse colostomy functioned 
very satisfactorily, and the lateral co- 
lostomy stoma slowly closed and healed. 
Proctoscopic examination in the office 
on January 10, 1955 revealed a viable 
rectosigmoid segment, but with complete 
closure at the 19 cm. level. The patient 
therefore returned to the hospital and 
on February 7, 1955, the proximal and 
distal segments of the sigmoid were 
anastomosed. On March 11, 1955, the 
transverse colostomy was closed. The pa- 
tient made an uneventful recovery and 
was discharged from the hospital on 
March 23, 1955, the 12th post-operative 
day. 

Discussion Volvulus of the large or 
small intestine accounts for not more 
than ten percent of all cases of intestinal 
obstruction in the United States. In 
middle Europe and Russia it accounts 
for a much larger percentage; this is 
thought by some to be related to a 
largely vegetable diet and frequent in- 
dulgence in overeating. Torsion most 
frequently occurs in the sigmoid. A long 
flexure with a long mesentery not only 
predisposes, but is essential to, the de- 
velopment of the condition. Less fre- 
quently the cecum and terminal ileum 
or small intestine are involved. Volvulus 
occurs three to four time more frequent- 
ly in men than women and much more 
frequently in persons of middle age or 
advanced years than in younger per- 
sons. The degree of torsion varies from 





Fig. 2. Showing exteriorized gangrenous colon 
with abdominal incision closed. 


180° to 800°, and when it is 360° or 
more, the abdominal walls tend to pre- 
vent spontaneous reposition. The twist- 
ing may be in either direction but there 
seems to be a preponderance of counter- 
clockwise turns. Pathological changes 
depend on the duration and degree of 
vascular occlusion and may vary from 
slight congestion to gangrene and even 
perforation. 

For a discussion of volvulus com- 
plicating pregnancy the paper of Kohn, 
et al., is very complete, and its sub- 
stance need not be repeated here. How- 
ever, the statistical facts those authors 
developed concerning the 18 cases with 
which they dealt will be brought up to 
date, including the case herein reported, 
and the clinical features will be briefly 
reviewed. Age of the patients varies 
from 18 to 41 years, with the greater 
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number under 30 because most pregnant 
women are in that age group. Cases are 
distributed as follows: less than 20 years 
—three; 21 to 30 years—11; 31 to 41 
years—eight; with age not reported in 
three cases. Multiparity seems to favor 
the condition, possibly owing to relaxa- 
tion of the abdominal walls. It is al- 
most twice as frequent in multiparas, 
eight cases being primigravidas and 
fourteen multigravidas, with informa- 
tion as to primiparity or multiparity not 
reported in three cases. Lambert re- 
ported that the greater number occurred 
at term or during labor, and this state- 
ment is borne out by a breakdown of 
the cases reported since then. Only one 
case has been reported in the first tri- 
mester, while four have been reported 
in the second trimester, 17 in the third 
trimester, and four in the post-partum 
period. (These figures total one more 
than the others because one patient 
had surgery for volvulus in both the 
ante-partum and the post-partum peri- 
ods of her pregnancy.) The sites of in- 
volvement in all cases reported to date, 
including one case of a compound 
volvulus of both the large and small 
intestine, are as follows: sigmoid colon, 
46; large intestine other than sigmoid, 
21; and small intestine, 20 cases. 

The causes of volvulus in pregnancy 
are not understood; only in occasional 
cases can a cause be demonstrated. Peri- 
toneal bands or adhesions following old 
ectopic pregnancy, salpingitis and sur- 
gery have been observed as have cases 
of improper developmental rotation of 
the intestine. In the sigmoid cases there 
is an abnormally long mesocolon, with- 
out which the torsion could not occur. 

The symptoms and signs of volvulus 
are those of intestinal obstruction, and 
when it occurs in pregnancy this is still 
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true. The presence of a large uterus, 
however, makes examination of the ab- 
domen more difficult. The history usu- 
ally reveals constipation of varying de- 
grees for several days followed by the 
onset of colicky abdominal pain which 
progressively grows more severe. There 
may be a history of previous attacks 
with spontaneous recovery. Involvement 
of the small intestine produces early, 
persistent vomiting, while, if the volvu- 
lus is in the large bowel, vomiting is ab- 
sent or late. Enemata are usually not 
effectual, but they may be when the 
volvulus is in the small intestine. Ab- 
dominal tenderness and rigidity are usu- 
ally present and generalized. As a rule, 
there is marked abdominal distension 
with tympany, over the distended loop, 
which usually lies in a flank. The charac- 
ter of peristalsis varies with the severity 
of the condition and in the more severe 
cases may be absent. X-Ray showing 
an enormously distended segment of 
intestine is suggestive of volvulus. The 
temperature and pulse rate vary accord- 
ing to the patient’s condition with re- 
spect to hydration, toxicity, perioneal 
irritation, etc. 

The diagnosis of volvulus complicat- 
ing pregnancy is very rarely made prior 
to laparotomy or autopsy. In some cases 
the findings may closely resemble an 
acute complication of pregnancy such as 
abruptio placenta with concealed bleed- 
ing. The essential factor is to recognize 
that an abdominal emergency exists and 
take immediate surgical steps to relieve 
it. When this is done the exact diagnosis 
is soon evident and proper treatment 
can be carried out. The obstruction 
must be relieved and this can often be 
accomplished simply by detorsion. If a 
segment of the intestine is non-viable, 
however, the situation must be handled 
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according to established surgical prin- 
ciples. In the small intestine, resection 
and primary anastomosis are usually 
done. In the large bowel deflation of 
the loop by needling or detorsion and 
use of a rectal tube, followed by ex- 
teriorization of the segment, as in the 
Mickulicz technique, is very satisfactory. 
Continuity of the bowel can be estab- 
lished later, when the patient’s condition 
is more favorable. If possible, the preg- 
nancy is left undisturbed. In some cases 
large doses of corpus luteum hormone 
before and after surgery appear to have 
been beneficial in maintaining the preg- 
nancy. In the case reported here fetal 





death occurred early in the course of 
the illness, prior to admission to the 
hospital for definitive care, and was at- 
tributed to the severe maternal toxicity. 

The prognoses for the mother and 
child obviously depend on the severity 
of the condition and the promptness of 
the surgery. The over-all maternal and 
fetal mortality rate approximates 25 
per cent. In those cases where laparo- 
tomy is performed early enough so that 
only detorsion is necessary, the rate is 
much lower; where resection is neces- 
sary it is much higher. Of the reported 
cases that were not treated surgically, 
the mortality was 100 percent. 


Summary 


1. A case of volvulus complicat- 
ing pregnancy is presented and the 
literature through 1952 is _ re- 
viewed. 

2. Volvulus is a very rare and 
dangerous complication of preg- 
nancy. This case is the ninth re- 
ported in this country. 

3. The greater number of cases 
occur at age 30 or under, in multi- 
paras, in late pregnancy and in- 
volve the sigmoid colon. 


4, Causes are not understood. 

5. Symtoms are those of intes- 
tinal obstruction or an acute ab- 
dominal emergency. 

6. Treatment is surgical relief of 
obstruction and, if necessary, re- 
section of non-viable intestine, 
without disturbing the pregnancy, 
if possible. 

7. Prognosis is directly related 
to early diagnosis and prompt in- 
tervention. 
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Open Anastomosis 


In Intestinal Obstruction with Intralumenary Neomycin 


For your consideration may we submit 
our approach to the problem of in- 
testinal obstruction. Approximately 30 
years ago, Moynihan and Holden in- 
dicated that enterotomy with decom- 
pression was the procedure of choice in 
therapy of small bowel obstruction. To 
relieve the mechanical impediment is 
not sufficient therapy. To treat our ob- 
structed patient we must relieve disten- 
sion and empty the bowel in order to 
permit a quick return of the intestinal 
tract to a normal physiological status. 
This form of therapy has been practiced 
for years by many surgeons, but con- 
fined to problems of the small bowel. 

The antibiotic, Neomycin, has made 
it possible to apply these basic prin- 
ciples to large bowel obstruction. Poth 
demonstrated that no viable bacteria 
could be isolated from feces following 
its contact for 15 minutes with Neo- 
mycin in concentrations readily main- 
tained in the gastrointestinal tract. 
Based on this work, decompressing pro- 
cedures have been extended to include 
the acutely obstructed colon. By com- 
bining early diagnosis and surgery with 
decompression and antibiotics, we be- 
lieve that the mortality in intestinal ob- 
struction can be reduced. It should ap- 
proach that of elective surgery rather 
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than the 20-30% mortality that is re- 
peatedly reported in the surgery of 
acute intestinal obstruction. 

During the past year 21 consecutive 
cases of acute intestinal obstruction 
have been operated upon with one sur- 
gical death, an operative mortality of 
less than 5%. This patient eviscerated 
on the 8th postoperative day and under- 
went a secondary closure, but died the 
following day of pulmonary infarction. 
This represents one surgical failure in 
21 cases. 

The average age in this group was 58 
years, varying from 37 to 84 years. The 
average stay in the hospital was 9 days. 
As seen in the following chart, the age 
of the patient or presence of complicat- 
ing disease such as hypertension, dia- 
betes or carcinoma have not been con- 
traindications to surgery. These were 
consecutive cases referred to us in the 
private practice of general surgery. De- 
compressions were done in all instances, 
with a curative type of resection for 
neoplasms where indicated. 
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Technique 
Small Bowel Through an adequate 


right paramedian incision, all of the dis- 
tended bowel is gently delivered to the 
anterior abdominal wall. If the obstruc- 
tion is mechanically simple, such as ad- 
hesions or volvulus, it is usually re- 
lieved at this time. 

In those instances of early surgery 
and minimal distension of the ob- 
structed loops, decompression may not 
be necessary. The criteria of easy ab- 
dominal closure is the yard-stick of de- 
ciding whether decompression is neces- 
sary. The abdominal wall should never 
be closed over distended bowel. 

Decompression is accomplished by 
dividing the bowel close to the collapsed 
segment between crushing clamps. If the 
distension is too great for this, needle 
aspiration. of gaseous content will allow 
sufficient collapse for the safe applica- 
tion of the clamps. A sufficient amount of 
the proximal mesentery is then divided 
to permit emptying the bowel content 
away from the operative field. An assist- 





ant firmly holds the opened proximal 
cut end in a sterile basin at the side of 
the patient, while with gentle stripping 
or milking motions, the bowel is 
emptied from the ligament of Treitz, 
distally. This will provide an empty 
small bowel, capable of early function. 
If the obstruction is not of simple pro- 
portions and a resection is indicated, 
this can be accomplished with ease, fol- 
lowing adequate decompression. 

The bowel ends are policed and 
covered with gauze sponges moistened 
in a solution of 3% Neomycin. At this 
time, any anastomosis indicated may 
safely be accomplished with an open 
technique. 

Right Colon The abdomen is entered 
through a right paramedian incision. If 
the ileocecal valve is competent and the 
small bowel is not distended, the speci- 
men to be removed may also act as a 
container. This will allow the technical 
procedure to simultaneously accomplish 
decompression and resection. If the 
ileocecal valve is not competent and 











NO. AGES ASSOCIATED 
DIAGNOSES CASES YEARS DISEASE 
Small Bowel 
SONI ACG ach skew sa sua cd aierins l 65 0 
ATID oes ciniscmsss ssice ws eee mi l 37 0 
MTD Gis 5 Gin is 3h.4755\s:4ulhe nue Ssules ow ace | 39 0 
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of lung 
Right Colon 
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Diverticulitis perforated ................ 2 58, 61 0 
ON a ee ee eee 2 54,72 Heart disease (1) 
Left Colon 
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IRM MNIMIINA Oss <a sat haw aioe eae WA = a> | 37 0 
SMM Stic s enue baie ws awe wha 6 65, 62, Heart disease (2) 
68, 74, Diabetic (1) 
55, 62 
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there is marked small bowel distension, 
the problem is best handled as described 
under small bowel procedure. If there 
is sufficient distension of the right colon 
to interfere with its mobilization, a 
rectal tube is introduced through the 
transected terminal ileum into the 
cecum and sufficient decompression can 
be obtained to safely proceed with 
mobilization of the large bowel. When 
the mobilization has been completed, 
the transverse colon is emptied by a 
proximal stripping of the bowel toward 
the obstructing lesion. The colon is 
divided at the site of election and re- 
moved. The bowel ends are cleansed 
with a 3% Neomycin solution and an 
open end to end anastomosis is done. 

Left Colon The approach is usually 
through a left paramedian incision. Oc- 
casionally, moderate distension will per- 
mit mobilization of the left colon suf- 
ficiently to use the specimen as a con- 
tainer. 

In these instances, manual stripping 
of the proximal and distal bowel con- 
tent into the segment to be removed 
will accomplish decompression and re- 
section simultaneously. 

Most often this procedure is not 
feasible due to the marked distension 
associated with lesions obstructing the 
left colon and sigmoid. When con- 
fronted with this problem, needle or 
trochar aspiration proximal to the ob- 
structing lesion will reduce the disten- 
sion to a point where mobilization of 
the colon may be safely accomplished. 
A purse string suture will readily close 
the point of aspiration satisfactorily. 

Following the mobilization of the left 
colon and ligation of the inferior mes- 
enteric vessels, a reverse stripping of 
the rectosigmoid area is done, emptying 
this bowel toward the obstructing 
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lesion. A crushing clamp is placed 
across the bowel, just proximal to the 
site of transection and the bowel is 
divided, leaving an open distal lumen, 
which is cleansed and_ temporarily 
packed with 3% Neomycin moistened 
gauze sponges. 

Ligation of the inferior mesenteric 
vessels at their point of origin, will per- 
mit a long segment of bowel to be 
carried laterally away from the opera- 
tive field. 

A large opening is then made in the 
distended bowel, as it is held in a 
sterile basin by an assistant. With pa- 
tience and gentleness, the intestinal 
tract from the jejunum down, may be 
completely emptied. With a mobilized 
and decompressed left colon, any de- 
sired length of bowel may be removed. 
We consider the removal of the colon 
from mid-transverse to rectum adequate 
resection for neoplasms in this area. An 
open end to end one-layer anastomosis 
has been accomplished in all cases. 

Anastomosis An end to end anasto- 
mosis done in an open manner is the 
procedure of choice. Fecal staining on 
the bowel end and lumen can be well 
policed with gauze sponges moistened 
in 3% Neomycin solution. If the de- 
compressing procedures have been 
thorough, obstructing clamps are not 
necessary across the bowel lumen dur- 
ing the anastomosis. A sponge tape 
properly applied in the edge of the 
abdominal wound will adequately com- 
press the lumen. 

Cotton sutures in an _ interrupted 
through and through stitch are used. 
By rotating the site of anastomosis and 
using the previous stitch for traction, 
we accomplish a smooth serosal ap- 
proximation for almost the entire lumen 
of the bowel. The last two or three su- 
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tures are of the continuous Connell type 
and it is through this small opening 
that we place 1 gm. of intramuscular 
type Neomycin dissolved in 30 cc. of 
saline into the lumen of the proximal 


bowel. 
The gloves and gowns of the 
operating team are changed and the 


drapes for the anastomosis proper are 
removed. 

Prior to repairing the mesentery, we 
spray the intra-abdominal field and 
viscera with a solution of 1,000,000 
units of penicillin and 1 gm. of di- 
hydrostreptomycin. These are dissolved 
in 30 cc. of saline and forced through a 
small gauge needle with a Luer-lock 
syringe, producing a fine spray over the 
intra-abdominal field. Often extremely 
large incisions are needed for these 
procedures. In undernourished, debili- 
tated or elderly patients a through and 
through wire suture as a primary 
closure, or as a retention suture, will 
provide sufficient wound security for 
early ambulation. 

After the abdomen is closed, the 
rectal sphincters are dilated sufficiently 
to cause incontinence for the first few 
postoperative days, thus facilitating 
early bowel function. On the first post- 





operative day 1 gm. of Neomycin in - 


solution is placed through the Levine 
tube prior to its removal. Supportive 
antibiotics are given intramuscularly 
for the first few postoperative days. 
When the patient expels gas per rectum 
a regular diet is given. Patients without 
proper means of mastication are given 
soft diets. 


Conclusions 


1. Twenty-one consecutive un- 
selected cases of acute intestinal 
obstruction treated by immediate 
decompression and definitive sur- 
gery have been presented. 

2. The operative mortality rate 
for this group was 4.7%. 

3. Surgical decompression of the 
acutely obstructed colon as well as 
the small bowel is a safe and neces- 
sary procedure. 
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FELLOWSHIP KEY 





the key. 


A Fellowship Key of 10K Gold, as illustrated, is now available to 


Fellows of the International Academy of Proctology. 


Applications for the Fellowship Key should be made to the office 
of the Secretary, 147-41 Sanford Avenue, Flushing 55, N. Y. 


A check in the amount of $15.00 should accompany the order for 
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NEWS 








EIGHTH ANNUAL 
TEACHING SEMINAR 


The Eighth Annual Teaching Seminar 
of the International Academy of Proc- 
tology, the outstanding proctologic teach- 
ing event of the year, convened at the 
Drake, Chicago, Illinois, April 23, 1956. 
An unusually instructive program, cover- 
ing both anorectal and colon disease, was 
well received by a very large audience. 

Of special merit were the two panel 
presentations, one on Electrolyte Dis- 
turbances, and the other on Anorectal 
Disease. 

As has been the custom, members of 
the medical profession, whether or not 
affliated with the Academy, were cor- 
dially invited to attend the Convention 
sessions, without fee. The response, as 
usual, was overwhelming, demonstrating 


once again the need for teaching proc- 
tology. 

The motion picture seminars were par- 
ticularly instructive, and—as usual—well 
attended. Two separate film sessions 
were presented, one dealing with anorectal 
surgery and the second devoted to colon 
surgery. 

The annual Banquet and Dinner Dance, 
as usual, was most successful. Honored 
guests at the Banquet included Dr. George 
Lull, Secretary, American Medical Asso- 
ciation; Dr. F. Lee Stone, President-elect, 
Illinois State Medical Society; Dr. 
Maurice M. Hoeltgen, President, Chicago 
Medical Society; Dr. Frank Fowler, Im- 
mediate Past President, Chicago Medical 
Society; Dr. Arkel M. Vaughn, Immedi- 





Enjoying the Eighth Annual Teaching Seminar Dinner Dance Fellowship Hour are left to right: 

Louis $. Wegryn, M.D., Immediate Past President of the International Academy of Proctology: 

George Lull, M.D., Secretary of the American Medical Association; Alfred J. Cantor, M.D., 

International Secretary of the International Academy of Proctology; andi Arkell M. Vaughn, 
Past President of the Illinois State Medical Society. 
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ate Past President, Illinois State Medical 
Society. 

Dr. Joseph Hirsh, Assistant Dean of the 
Albert Einstein College of Medicine, ac- 
cepted the second Academy Grant in the 
amount of $1000.00, designated by the 
Academy for teaching in Proctology at 
that College. This presentation was made 
by Alfred J. Cantor, M. D., International 
Secretary of the International Academy 
of Proctology. 





Alfred J. Cantor, M.D., presents the Academy 
check in the amount of $1,000 (second annual 
presentation) to Dr, Earl J. Halligan (left), 
International Secretary General of the Inter- 
national Academy of Proctology and Director 
of Surgery of the Jersey City Medical Center. 
This check is presented to the Seton Hall Col- 
lege of Medicine for the establishment of a 
Chair of Proctology. 





Alfred J. Cantor, M.D., presents Dr. Joseph 

Hirsh, Assistant Dean of the Albert Einstein 

College of Medicine, with the Academy check 

in the amount of $1,000 (second annual presen- 

tation) for graduate and post-graduate educa- 
tion in proctology. 


A second grant in a like amount was 
presented to Dr. Earl J. Halligan, In- 
ternational Secretary General of the In- 
ternational Academy of Proctology, and 
director of Surgery of the Jersey City 
Medical Center, who received the check 
for Monsignor John McNulty, President 
of the Seton Hall College of Medicine. 
This check was designated by the Inter- 
national Academy of Proctology for the 
establishment of a Chair in Proctology 
at the newly formed Seton Hall College 
of Medicine in Jersey City, New Jersey. 
This is to be filled by eminent visiting 
Proctologists from all parts of the world. 





Dr. Louis $. Wegryn, Immediate Past President (center) congratulates Dr. Manuel G. Spiesman, 
President of the International Academy of Proctology, while Dr. Jacob J. Weinstein (far right) 
President-elect, adds his congratulations. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


SYMPTOMS OF VISCERAL DISEASE by Francis 
Marion Pottenger, A.M., M.D.,  LL.D., 
M.A.C.P., Medical Director, Pottenger San- 
atorium and Clinic for Diseases of the Chest, 
Monrovia, California; Professor Emeritus of 
Clinical Medicine, University of Southern 
California; Author of “Clinical Tuberculosis," 
"Tuberculin in Diagnosis and Treatment," 
“Muscle Spasm and Degeneration,’ etc. 
Seventh Edition, 87 illustrations, ten color 
plates, 446 pages, price $7.50, C, V. Mosby, 
St. Louis, 1953. 


This text emphasizes the fact that we cannot 
separate mind and body, except artificially. 
The emphasis placed on the vegetative nervous 
system is most significant. Without a full un- 
derstanding of the vegetative nervous system 
it is impossible to really know visceral disease. 


The relationship of the visceral or vegetative 
nerves and hormonal agents to both external 
and internal environmental influences has be- 
come better known since the work of the 
various psychosomaticists, and the more recent 
work of Selye. 

The new edition of visceral disease em- 
phasizes and fully develops these concepts. 
The monograph should be most helpful in the 
interpretation of symptoms, and should make 
better clinicians of all who read it. 

The gastroenterologist and  Proctologist 
should be especially interested in this work. 

The physician will do well to note the stress 
on the relationship between symptom and the 
ionic content and physical state of the cell. 
The understanding and concept leads directly 
to improved therapy. 

—Continued on page 254 




















Sajory —no irritants 


[A 





Cottul, — reducible dosages 


jm, in Any Age 





your patients’ 
preference: 


e Zymenol, easy-to-take 
emulsion 


e Zymelose, convenient 
tablets and tasty granules 


ALL CONTAIN BREWERS YEAST . . . NO SUGAR 














and gentleness in prevention 
a fast-acting laxative, of bedsores, 
prescribe 


write for Zylax tablets 







For safety For control, 





BSP Liquid 














TT 





252 THE AMERICAN JOURNAL OF PROCTOLOGY 





As 


pr 
he 





” THE NEW a 

. 16MM, COLOR, SOUND « 

i FILM ENTITLED a 

= 2 AVAILABLE 
a 2 FREE TO 

“e HEMORRHOIDECTOMY i MEDICAL 
WITH E GROUPS 
z ELECTRO-SURGERY z AND 

- os MEETINGS 
* ™ 

rf . 

* 7 





As a public service, The Birtcher Corporation will loan without cost or obligation, 
prints of this new film which illustrates the Peyton method for electro-surgical 
hemorrhoidectomy. 

Details of the film are as follows: 16mm with optical sound in full color— 
running time: 30 minutes. In requesting the film, please give the date of showing 
and name of group. 

Reprints of Dr. Peyton’s paper, “The Peyton Method for Electro-Surgical Hemorr- 
hoidectomy,” which was published in the August issue of The American Journal 


of Proctology, will be sent on request. 
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CHRISTOPHER'S TEXTBOOK OF SURGERY 
edited by Loyal Davis, M.D., Chairman of 
the Department of Surgery, Northwestern 
University Medical School. 1359 illustrations 
on 716 Figures, W. B. Saunders Company, 
Philadelphia, London, 1956. Sixth edition. 
Price $15.50. 


The sixth edition of Christopher’s Textbook 
of Surgery, edited by Loyal Davis, is a worthy 
successor to the previous editions of this classi- 
cal textbook. The principle guiding develop- 
ment of the text has been “to place before 
the student an interestingly told story of the 
facts and principles which have formed the 
basis for a self-education in surgery which 
og continue throughout his professional 
ife. 

Contributors to this edition are all highly 
authoritative, and each has written his sec- 
tion in an interesting and individual style. 

The text is very well illustrated. The editing, 
including the preparation of the biographical 
sketches for each of the contributors, is very 
good indeed. 

This text can be recommended without 
qualification for the medical student, and for 
the occasional and general surgeon. The proc- 
tologist will find an excellent artis on the 





Alimentary Canal, and especially good mate- 
rial on the colon, anal canal and rectum. 


PATHOLOGIC PHYSIOLOGY — Mechanisms 
of Disease edited by William A, Sodeman, 
M.D., F.A.C.P., Professor of Medicine and 
Chairman of the Department of Medicine, 
School of Medicine, University of Missouri, 
Columbia, Missouri, 963 pages, 35 tables, 
173 illustrations. Second Edition, W. B. 
Saunders, Co., Philadelphia, London, 1956. 


Pathologic Physiology concerns itself with 
disturbances in normal physiology. This in- 
cludes “biochemical lesions,” not severe 
enough or present long enough to cause grossly 
detectable damage. 

Accordingly, this volume covers a very ex- 
tensive range of subjects, and analyzes the 
subjects in terms of symptoms and signs, and 
the mechanisms of the development of such 
symptoms and signs. 

Each chapter is written by a prominent 
authority in the field, and presents a very 
complete survey of the subject covered. 

The proctologist will find much of interest 
in this volume. The digestive system is care- 
fully covered from esophagus through the large 
intestine, and also includes consideration of 
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the liver, gall bladder and pancreas. Of course, 
the section on the large intestine will be of 
particular interest to the proctologist. 

The book is well written, very well edited, 
and very complete. It is a worthy addition to 
any medical library. 


PHYSICAL EXAMINATION OF THE SURGI- 
CAL PATIENT by J. Englebert Dunphy, M.D., 
F.A.C.S., Associate Clinical Processor of 
Surgery, Harvard Medical School; Surgeon, 
Peter Bent Brigham Hospital; Consultant in 
Surgery, Children's Medical Center. 


and 
Thomas W. Botsford, M.D., F.A.C.S., Clinical 
Associate in Surgery, Harvard Medical 
School; Senior Associate in Surgery, Peter 
Bent Brigham Hospital; Associate in Sur- 
gery, Children's Medical Center. 326 pages, 
188 Fig. W. B. Saunders Co, $7.50. 


This text is presented in an interesting 
fashion and is well written. Illustrations are 
adequate line drawings. 

The guiding principle is expressed in the 
maxim, “to discover the abnormal we must 
learn and know the normal.” 

The truly “good” surgeon is a capable 
diagnostician as well as a skillful technician. 
The art of examination is well recounted ir 
this excellent volume. 

The student of this text will be made aware, 


once again, of the value of the careful physical 
examination, and will be less apt to hap- 
hazardly order X-ray or laboratory tests as 
substitutes for such examination. 

The gastroenterologist and proctologist will 
be especially interested in the excellent sec- 
tions on examination of the abdomen and the 
examination of the anus and rectum. 


THE INTERPERSONAL THEORY OF PSYCHI- 
ATRY by Harry Stack Sullivan, M.D., 393 
pages, price $5.00, W. W. Norton & Co., 
New York, 


The powerful impact of Harry Stack Sulli- 
van on Psychiatry has been far-reaching. The 
one work published during his lifetime, Con- 
ceptions of Modern Psychiatry, presented in- 
sights that have extended our understanding 
of personality. The major concept of Sullivan 
has been that psychiatry is a study of processes 
that go on between people. The development 
of the theory of interpersonal relations is an 
important contribution to the understanding 
and treatment of mental disorders,—and _per- 
haps particularly schizophrenia. 

The present work represents the last com- 
plete series of lectures by Sullivan, in 1949. 
The studies begin with infancy, and continue 
through late adulthood. 

Every phychiatrist, and every physician in- 
terested in understanding human personality, 


should read this book. 
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Benzocaine is “the best topical anes- 
thetic." 

Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations."’3 

No sensitivity exhibited by any of 


1809 patients in published clinical Americaine Topical Anesthetic Ointment 


studies, 3, 4, 5, 6,7, 8 provides a unique weapon for the proctolo- 
1, Tainter, M. L. and Winter, L.: Anesthe- gist for fast, prolonged relief from ad 

siology, 5:470-490 operative procedures, as well as from pain 
2. Adriani, J.: Pharmacology of Anesthetic Badd i 4 

Drugs, Ed. 1941 and itching pre-operatively and in non- 
a ee ae operative cases. Only Americaine contains 
4. White, C. J. and Madura, J. W.: Post- H : ° 

pig gona the unusually high concentration of 20% 
5. Horwitz, B.: Am. J. Surg., 81:81 dissolved benzocaine—a simple, potent for- 
6. Finkel, M. et al: Ind. M. & S., 17:12 ° re 
7. toibe, J. E. Fur Ill. Med. J., 102:266 mula—for more profound topical anesthesia. 
8. Byrne, J. E.: Surg., Gyn., Ob., 98:250 
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Ethyl-p-aminobenzoate (benzocaine) ................- 20% 
ORY UIRONIID, ORONO oo 5 a6 650 5 55:45 5:0 cee Sicleinge s 0.39% 


In a bland, water-soluble base. 


ALSO AVAILABLE: 
AMERICAINE AEROSOL 

automatic spray-on topical anesthetic. 
Quick, non-traumatizing application 
to areas of excruciation pain. 






AMERICAINE LIQUID— 


For instillation into cavities and 


SS canals. 
ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 


* Available in 1 Oz. tubes 
and 1 Ib. jars. 
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Newer Medicinals 


A.P.C. With Demerol, Winthrop Lab- 
oratories, New York 18, New York. 
Each tablet contains 200 mg. of as- 
pirin (3 grains); 150 mg. of phenacetin 
(2!/y grains); 30 mg. of caffein (!/ 
grain) and 30 mg. of Demerol hydro- 
chloride. Indicated in relief of pain 
from: cardiovascular conditions, neu- 
ritis and bursitis, arthritis, gall-bladder 
disease, migraine, renal colic, trauma, 
minor surgery, neoplasm, toothache 
and instrumentation. Dose: As deter- 
mined by physician. Sup: In bottles 
of 100 tablets. 


Ascorbacaine Capsules, Testagar & 
Co., Inc., Detroit 26, Michigan. Each 
capsule contains procaine HCl 250 
mg., ascorbic acid 150 mg. Are of 
major value as an oral treatment of 
pruritus, atopic dermatitis, penicillin 
reactions, food urticaria, tetanus anti- 
toxin reactions, and various other al- 
lergic conditions. Dose: Usual dose is 
| capsule orally every 4 hours or as 
determined by physician. Sup: In bot- 
tles of 100 capsules, 


Aspirin 'Dulcet’, Abbott Laboratories, 
North Chicago, Illinois. Cherry-fla- 
vored tablet containing I!/, grain 
aspirin in the form of its aluminum 
salt (aluminum acetylsalicylate). For 
usual indications of aspirin. Dose: Ac- 
cording to needs of individual. Sup: 
In bottles of 50, 100 and 250 tablets. 


Azo Gantrisin, Hoffmann-La Roche 


Inc,. Nutley 10, New Jersey. A new 
anti-bacterial-analgesic for urinary tract 
infections. Each tablet provides 500 
mq. of Gantrisin for wide-spectrum 
anti-bacterial action—in the blood as 
well as the urine—together with 50 
mg. of phenylazo - diamino - pyridine 
HC! for relief of local pain and dis- 


comfort. Dose: The recommended 
dosage is 2 tablets 4 times daily, or 
as determined by physician. Sup: In 
bottles of 100 and 500 tablets. 


Colace, Mead Johnson & Company, 


Evansville 21, Indiana. Technically 
dioctyl sodium sulfosuccinate, is a 
wetting agent which aids elimination 
by preventing dehydration of waste 
material in the colon. A non-laxative 
stool softener — is designed to aid 
constipation sufferers achieve normal 
elimination without subjecting them to 
the discomfort often associated with 
irritant-action cathartics. Dose: As 
determined by physician. Sup: The 
capsules (50 mg.) are supplied in bot- 
tles of 30 for home use and bottles 
of 500 for hospitals. The 1% solution 
is being sold in 30 cc. bottles for the 
home, and in 16 oz. bottles for hos- 
pitals. The solution should be ad- 
ministered- in about half a glass of 
milk or fruit juice, or added to baby's 
formula bottle. 


Demerol With Atropine, Winthrop 


Laboratories, New York 18, New 
York. Each cubic centimeter con- 
tains 50 mg. Demerol hydrochloride 
and 0.2 mg. (1/300 grain) atro- 
pine sulfate. Demerol hydrochloride 
has three main actions: analgesic, 
anti-spasmodic and sedative. Atropine 
has a widespread inhibitory effect on 
parasympathetic nerves. Its most im- 
portant actions, used in combination 
with Demerol are suppression of ex- 
cessive salivary and bronchial secre- 
tions, relief of cardiospasm and pylo- 
rospasm, and reduction of hypermo- 
tility of the gastro-intestinal, and 
biliary tracts, as well as the ureters. 
For preoperative medication, gastro- 
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mineral oil jelly 


NEO-CULTOL acts to restore and maintain 
normal peristalsis naturally, safely, pleas- 
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aciduric flora necessary to healthy bowel 
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salts, no bulk, no roughage. 
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colic, 
acute cardiospasm and pylorospasm. 
Dose: As determined by physician. 
Sup: Ampuls of 2 cc., boxes of 25. 


intestinal, biliary and renal 


Demerol With Scopolamine, Win- 


throp Laboratories, New York 18, 
New York. Each cubic centimeter con- 
tains 50 mg. Demerol hydrochloride 
and 0.2 mg. (1/300 grain) scopola- 
mine hydrobromide. Demerol hydro- 
chloride has three main actions: an- 
algesic, antispasmodic, and sedative. 
Scopolamine exerts a central sedative 
and tranquilizing effect though oc- 
casionally the paradoxical effect of 
restlessness, excitement, _ hallucina- 
tions, and delirium. Scopolamine 
stimulates respiration and counter- 
acts respiratory depression produced 
by narcotics or barbiturates. It also 
helps to prevent laryngospasm _in- 
duced by intravenously administered 
thiopental sodium. Demerol with 
Scopolamine is particularly useful for 
preoperative medication as well as 
for obstetric analgesia and amnesia. 
Dose: As determined by physician. 
Sup: Vials of 30 cc. 


Doxinate, 60 mg., Lloyd Bros. Inc., 


Cincinnati 3, Ohio. A 60 mg. green, 
soft gelatine capsule. Fecal softener 
used in constipation. Dose: One cap- 
sule daily. Sup: Bottles of 30 capsules. 


Ecolid Tablets, Ciba Pharmaceutical 


Products, Inc., Summit, New Jersey. 
Described as a ganglionic blocker— 
that is, it stops impulses that affect 
blood pressures at the nerve relay 
centers known as the ganglia. It can 
be used alone or with tranquilizing 
drugs such as reserpine, depending 
on the patient and his condition. 
Dose: As determined by physician. 
Sup: 25 Mgm. (Ivory) tablets in bot- 
tles of 100. 50 Mgm. (Pink) tablets in 
bottles of 100. 


Gelfoam Powder, The Upjohn Com- 


pany, Kalamazoo, Michigan. Sterile 








gelatin compound in powder form 
with well-known tissue-stimulating and 
hemostatic properties. An effective 
adjunct for the treatment of chronic 
surface ulcers. Dose: Used with or 
without topical antibiotics, is packed 
with ulcer, covered with dry gauze 
and an elastic bandage; as deter- 
mined by physician. Sup: In | gm. 
packages. 


Mycostatin for Suspension, E. R. 
Squibb & Sons, Division of Olin- 
Mathieson Chemical Corp., New York 
22, New York. When reconstituted 
in 22 cc. of distilled water, the sus- 
pension contains 100,000 units per 
cc. of the anti-fungal antibiotic- 
nystatin. For thrush and other monilial 
infections of the mouth and for in- 
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adult stool and sometimes even larger. 

Incidentally, a careful proctologic ex- 
amination is indicated in every infant, 
child (or adult) whose presenting symp- 
tom is bleeding (and or protrusion from 
the anal canal). Polypoid tumors (ade- 
nomas in most cases) are a frequent 
source of such bleeding, and should be 
removed promptly. 
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LETTER 


TO 
THE EDITOR 


a 


Dear Doctor: 


Would you please describe the symp- 
toms of diverticulosis as distinguished 
from diverticulitis, We have had con- 
siderable argument in this area, and 
would appreciate an authoritative opin- 


ion. 


R.H.; Minnesota 


Dear Dr. R.H.: 


The controversy will undoubtedly con- 
tinue even after this reply. There is a 
difference of opinion in the literature, 
although — generally speaking — there 
appears to be a little evidence that 
diverticula, in the absence of inflamma- 
tory change, produce any symptoms. 

In other words, diverticulosis is us- 
ually entirely asymptomatic. They may 
be discovered during the course of a 
routine gastrointestinal or colon roent- 
gen study, or be observed as an inci- 
dental finding during a laparotomy. 

However, Bargen has said that 
patients with simple diverticulosis may 
complain of constipation, diarrhea, ab- 
dominal pain, irritability, flatulence, 
and (rarely) rectal bleeding. 

The majority opinion, as it relates to 
uncomplicated diverticulosis, is that the 
most it might cause would be an altera- 
tion in bowel habit. 
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Diagnosis and 


Treatment of 


Diverticulitis 


of the Colon 


Diverticula and diverticulitis may oc- 
cur anywhere in the alimentary tract in 
the following order of frequency: colon, 
rectum, duodenum, pharynx and esopha- 
gus, stomach, jejunum and ileum. 

Diverticulitis of the colon is most 
commonly found in the sigmoid flexure 
and less so in the cecum. This is under- 
standable because of the sharp angle of 
this segment of colon, and the presence 
of much fecal matter at this site. Clinical 
incidence varies from 1.7% to 8% with 
males predominating. The condition in 
the sigmoid is more commonly found 
in patients over 40 years of age. 

This discussion will be limited to 
diverticula and diverticulitis of the large 
intestine, with particular reference to 
their occurrence in the sigmoid flexure 
of the colon. The disease and its com- 
plications will be discussed under the 
following headings: (1) acute diverticu- 
litis, (2) acute diverticulitis with per- 
foration and peritonitis, (3) acute di- 
(Vol. 7, No. 4) AUGUST 1956 
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Chicago, Illinois 


verticulitis with abscess formation, (4) 
diverticulitis with obstruction, and (5) 
colovesical fistula. 


Acute Diverticulitis Symptoms of 
acute diverticulitis of the colon vary 
with its intensity. They are relatively 
mild in some patients while in others 
the clinical picture is that of an acute 
left sided appendicitis. Pain, localized 
tenderness and rigidity will be in the 
left lower quadrant. Constitutional symp- 
toms such as increased temperature and 
pulse rate, nausea, vomiting and a leu- 
kocytosis will be present. A perforated 
viscus, salpingitis, and all other patho- 
logic conditions in the left lower quad- 
rant must be differentiated. 

Treatment is conservative unless com- 
plications develop; such as, perforation 
with spreading peritonitis, localized ab- 
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scess, acute large bowel obstruction, or 
colovesical fistula, all of which usually 
require surgical intervention. 

The authors emphasize the need for 
immediate and intensive conservative 
therapy. In their opinion, the patient 
with acute diverticulitis should be treat- 
ed with the same diligence as one with 
a ruptured appendix. 

The immediate therapy conforms to 
a modified Ochsner method. Absolute 
bed rest is maintained for at least one 
week, or until the acute inflammatory 
process has subsided. Analgesics and 
sedatives such as pantopon, morphine 
sulfate with atropine, or demerol which 
has a smooth muscle antispasmodic 
effect, are given in doses required to 
maintain comfort and relaxation of the 
patient. No enemas or purgatives are 
allowed. Fluids by mouth, except ice 
chips, are not permitted during the 
height of the inflammatory process. 

If the patient is suffering from ob- 
structive symptoms, which is frequently 
the case, gastrointestinal decompression 
is maintained with the use of a Levin or 
Miller-Abbott tube and constant suction. 

Intravenous fluids are given with one 
of the antibiotics added. The authors 
have found chloromycetin (chloram- 
phenicol) especially valuable in diver- 
ticulitis, in reducing the inflammatory 
reaction when other antibiotics have 
failed, notwithstanding the fact that they 
are aware of the dangers to the hemo- 
poietic system which might follow its 


use. 
Metamucil (psyllium hydrophilic 
mucilloid) is given orally, after the 


acute phase has passed, to lubricate the 
bowels and keep them functioning. If 
the patient’s bowels have not functioned 
in a sufficient length of time after the in- 
flammatory process has subsided, warm 





olive oil retention enemas are given at 
night. No solid foods are given until the 
patient shows evidence of having over- 
come the acute inflammatory process. 





Fig. 1. Diverticulosis. 


An example is shown in Fig. 1, This 
is a case of marked diverticulitis along 
the entire left colon; more marked in 
the sigmoid area. The patient had had 
repeated attacks of acute diverticulitis 
which had been managed by conserva- 
tive treatment. It is in this type of 
patient that we entertain the question 
of whether a prophylactic resection of 
the affected area should be done with 
the hope of forestalling any of the com- 
plications which will be discussed. 

Since one or more complications may 
occur concurrently from repeated at- 
tacks of acute diverticulitis, there is a 
growing tendency among surgeons such 
as Lillehei and Wangensteen,' Judd and 
Mears,” and Welch and Rodkey,* to 
advocate a prophylactic single stage re- 
section of the involved colon after the 
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acute inflammatory process has sub- 
sided, in carefully selected patients. If 
our prognostication was as good as our 
retrospection, we would know which 
patients should be resected, since so 
many with diverticulosis may go on for 
years with no complications. The pres- 
ent authors concur with Judd and Mears 
in the opinion that there are three 
groups of patients that might be con- 
sidered as candidates for elective pro- 
phylactic one stage resection: (1) re- 
curring attacks of diverticulitis after 
and in spite of a sufficient period of 
adequate medical therapy; (2) urinary 
symptoms concurrent with an attack of 
diverticulitis; and in our opinion, par- 
ticularly (3) carcinoma to be ruled out; 
when preoperative diagnosis cannot 
prove non-malignancy. Judd and Mears 
state that this last indication was the 
criteria for operation in 26.5% of their 
patients. 

Acute Diverticulitis with Per- 
foration and Spreading Peritonitis 
Symptoms of acute diverticulitis with 
perforation and peritonitis are those of 
a spreading septic peritonitis. This is 
commonly mistaken for an acute rup- 
tured appendicitis from which it must 
be differentiated. 

The history may show that the patient 
has previously been treated for diver- 
ticulitis. As a rule, there is intense pain 
in the left lower quadrant at first then 
spreading rapidly to the hypogastrium 
and umbilical area. There will also be a 
localized point of tenderness in the left 
lower quadrant. 

Treatment is immediate surgical in- 
tervention unless the patient is in such 
a severe, profound state of shock that 
operation would probably prove in- 
evitably fatal. In such patients anti- 
biotics and a conservative regimen of 
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management, as previously outlined, 
plus the resistance of the patient, may 
carry him over until a localized abscess 
is formed which is drained at a later 
date. 

After the acute phase has passed and 
the patient’s condition permits, the ab- 
scess is opened through a left lower 
pararectus or paramedian incision. The 
intestines are packed off to prevent fur- 
ther spreading of the infection and the 
perforation is searched for. In such 
patients, the authors have found the 
Mikulicz exteriorization of the affected 
bowel a fairly safe and satisfactory pro- 
cedure. 

In our experience, a sufficient amount 
of bowel can be exteriorized which will 
include the entire diseased area. The 
diseased bowel is removed leaving a 
double barrelled colostomy. Frequently 
the authors apply the crushing clamp 
to the spur at this time. 

An alternative procedure can be done 
in some instances when the perforated 
diverticulum is found lying free, and 
the surrounding colon relatively free of 
the disease. In such a case the diverticu- 
lum can be closed as with a perforated 
peptic ulcer. 

An adjacent 
or a portion of the omentum can be 
sutured over the closure for added 
safety and a trans- 
verse colostomy performed, which can 
be closed at a later date, after the 
inflamed area has been put at rest and 
subsequently healed. The time interval 
before closure of the colostomy will vary 
in each individual patient. A minimum 
of 3 to 6 months usually is required. If 
the condition of the patient is good, and 
asymptomatic, and if roentgenographic 
examination by means of a _ barium 
enema reveals the lumen of the colon 


appendices epiploica 


defunctioning 
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normally patent, with no evidence of dis- 
ease, the colostomy may be closed and 
the continuity of the bowel re-estab- 
lished. 

Or, as a second alternative method, a 
primary resection of the affected area 
can be performed and the colostomy 
closed at a later date. 

In the experience of the authors, this 
complication of diverticulitis with per- 
formaton and spreading peritonitis is 
the most difficult and serious. 

Acute Diverticulitis with Local- 
ized Abscess Formation Abscess for- 
mation is one of the commonest compli- 
cations of acute diverticulitis. Symp- 
toms are those of an acute infection ac- 
companied by systemic findings. The 
pain and tenderness is in the left lower 
quadrant and a palpable mass may be 
present which must be differentiated 
from other lesions at this site, especially 
gynecologic conditions in the female. 

The abscess may rupture into the gen- 
eralized peritoneal cavity causing a se- 
vere peritonitis. It may also rupture 
into a hollow viscus such as the intes- 
tines or bladder. If not opened, it may 
open spontaneously in the left iliac fossa, 
near the anterior iliac spine or the left 
renal region, where it may simulate a 
perinephritic abscess. 

The abscess should be incised and 
thoroughly drained, but a persistant 
fecal fistula usually results. The fistula 
frequently may be left alone, as some 
patients would rather tolerate it than 
undergo further surgery. 

Closure of the fistula entails (1) trans- 
verse colostomy, (2) excision of the fis- 
tula alone or resection of the sigmoid 
colon with the fistulous tract, and (3) 
closure of the colostomy at a later date, 
not before 3 to 6 months. The fistulous 
tract should never be closed unless a 





proximal colostomy has been performed. 

Diverticulitis with Obstruction 
Diverticulitis with partial obstructive 
symptoms develop in long standing 
cases when a stenosing peridiverticulitis 
causes the affected portion of the colon 
to be hard and contracted into a rigid 
tube, as a result of a chronic inflamma- 
tory process of the bowel wall. There is 
also spasm of the colon above and below 
the lesion. A mass may form which is 
impossible to differentiate by roentgeno- 
logic means from carcinoma of the 
colon. 





carci- 


Fig. 2. Diverticulitis simulating 


noma. 


Symptoms are vague dyspepsia, flatu- 
lence, slight nausea and anorexia. Al- 
ternating constipation and diarrhea may 
be present. There is often heaviness, 
fullness and soreness in the left lower 
quadrant. Rectal bleeding is more fre- 
quent than generally considered. It may 
occur in 15% or more of patients ac- 
cording to Welch and. Rodkey, and se- 
vere hemorrhages may also occur. 
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Fig. 3. Carcinoma simulating diverticu- 
litis. 


Carcinoma of the sigmoid 
colon must be differentiated 
frem chronic diverticulitis 
with obstructive symptoms. 
This is often impossible for 
the roentgenologist and many 
times exploratory laparotomy 
is necessary. Even then, the 
surgeon’s ingenuity is fre- 
quently tested, in order to 
differentiate the two condi- 
tions. 

A frozen 
piece of removed tissue may 
be necessary as an aid in 
differentiating carcinoma of 
the sigmoid from 
chronic diverticulitis with 
obstruction. 

In carcinoma of the sig- 
imoid and descending colon 


section of a 


colon 


the lesion, as a rule, is a 
small, hard napkin ring-like 
stenosing lesion which is 
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movable, not especially tender upon 
palpation, and shows the characteristic 
filling defect on roentgenographic ex- 
amination. The lesion, as a rule, is not 
fixed to the lateral parietal wall unless 
advanced. Stool examinations usually 
reveal persistent blood. The lumen is 
usually obstructed or partially so, by a 
cauliflower-like fungating mass. 

Diverticulitis of the descending or sig- 
moid colon usually shows other diver- 
ticula present. The tumor is usually 
fairly large and extensive, with tumefac- 
tion extending over a larger area of the 
bowel. It is quite tender on deep pal- 
pation and is not movable, being at- 
tached to the posterior abdominal wall 
by traction on its mesentery, and by the 
formation of numerous fibrotic adhe- 
sions. 

A larger portion of the bowel is 
usually affected, owning partially to 
spasm shown on roentgenographic ex- 
amination. 


Fig. 4. Diverticulitis with obstruction. Carcinoma to 
be ruled out. 
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There is no real evidence to prove that 
carcinoma develops at the site of, and 
Abell * in 
reviewing the subject, found an inci- 
dence of 1.7% to 8%. The authors 


have also encountered both entities oc- 


as a result of diverticulitis. 


curring simultaneously, although rarely. 

Of 227 patients with diverticulitis re- 
quiring surgical treatment, Rankin and 
associates ° found coexisting carcinoma 
in 4 patients, while in 679 patients with 
carcinoma of the colon investigated by 
them, coexistent diverticulitis was found 
in only 4 patients. 

Treatment of diverticulitis with ob- 
struction will depend upon the degree of 
obstruction and the acuteness of the dis- 
ease. There are several procedures 
which can be used, depending upon the 
individual patient. Transverse colostomy 
may be used in a severe acute case to be 
followed by a primary resection. 

Mikulicz exteriorization will serve as 
a temporary colostomy, decompress the 
bowel, and remove the affected area of 


Fig. 5. Carcinoma and diverticulitis. 








and = diverticulitis 
after antispasmodic medication. 


Fig. 6. Carcinoma 


colon extraperitoneally. This is the pro- 
cedure the authors have used most fre- 
quently with very satisfactory results. 
The only disadvantage is the prolonged 
drainage through a sinus tract which 
usually requires several months to close. 
The single stage resection with primary 
end-to-end anastomosis of the bowel, as 
advocated by Judd and Mears, is gain- 
ing popularity. They reported that in 
329 patients undergoing surgical treat- 
ment for diverticulitis at the Mayo 
Clinic, 68 had been treated by single 
stage resections and primary end-to-end 
anastomosis, and 20 of these had signs 
of obstructive phenomena in the sigmoid 
colon. The morbidity generally appears 
much less with the one stage procedure 
than with a multiple stage operation. 
The experience of the authors, how- 
ever, with primary resection of the sig- 
moid colon for diverticulitis, has been 
limited. We have, however, found it 
technically more difficult than when per- 
formed for carcinoma of the descending 
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and upper sigmoid colon. The authors 
do a transverse colostomy many times 
as a preliminary procedure to the pri- 
mary resection. 

In differentiating carcinoma 
other conditions in the colon, the au- 
thors have found diverticulitis to be the 
most challenging. Differentiation of di- 
verticulitis with or without obstruction 
from carcinoma is very difficult even in 


from 


the operating room, with the abdomen 
open and the lesion in the surgeon’s 
bands. (Fig. 9.) In such a case the 
authors do not hesitate to open the colon 
proximal to the lesion, and insert the 
index finger to, or through the ob- 
structed area, or insert a sigmoidoscope 
into the distal segment. 

The authors are aware of the possi- 
bility of disseminating cancer cells with 
this procedure. Nevertheless, they feel 
it is the lesser of two evils, rather than 
leave an operable carcinoma, or submit 
the patient to an abdominoperineal re- 
section with a permanent colostomy, 
when it has been. established that. the 
primary condition is diverticulitis and 
not carcinoma. 

Furthermore, present day use of anti- 
biotic therapy within the surgical field, 
and the oral and intravenous adminis- 
tration of these drugs preoperatively, 
have eliminated or diminished the dan- 
ger of bacterial infection with this tech- 
nic. In our experience Neomycin has 
been found fairly efficient among the 
broad spectrum antibiotics in prepara- 
tion of the bowel for operation. Poth ° 
emphasizes the beneficial effects of this 
Conversely, Welch and Rodkey 


point to the troublesome occurrence of 


agent. 


postoperative enterocolitis caused by 
staphylococcus after the use of the broad 
spectrum antibiotics. While the present 
authors have not encountered marked 
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Fig. 7. X-ray after resection and before 
closure of transverse colostomy, 


Fig. 8. Patient cured 7 months after 
having undergone: 
A. Transverse colostomy, August 


1955. 
B. Primary resection of sigmoid, De- 
cember 1955. 


C. Closure of transverse colostomy, 
February 1956. 











untoward postoperative complications 
from the use of Neomycin, they agree 
with Welch and Rodkey that bowel prep- 
aration with one of the sulfa drugs such 
as sulfathalidine (phthalylsulfathiazole ) 
and/or sulfasuxidine (succinylsulfathia- 
zole), are also satisfactory. 

The procedure, however, of opening 
the colon proximal to the lesion, insert- 
ing the index finger to, or through the 
obstructed area, although extremely in- 
formative in our hands, does not replace 
the proved frozen section technic. 


When diverticulitis is present, the 
lumen of the colon is narrowed from 
pressure from without and the mucosa 
is smooth. In carcinoma a cauliflower- 
like fungating, bleeding mass with a 
napkin ring-like external appearance, is 
found causing the obstruction. As men- 
tioned above, in diverticulitis there is a 
longer area of colon involved, the mesen- 
tery is edematous, thickened, and firmly 
attaches the colon to the lateral wall, and 
no metastatic nodules are found in the 
liver or glands. The authors are in no 
hurry to close a temporary colostomy for 
diverticulitis, because often it will close 
spontaneously if left alone long enough. 
Too early closure may result in failure. 

Colovesical Fistula The lowest por- 
tion of the sigmoid colon, when involved 
with diverticulitis, becomes adherent to 
the bladder with extensive infiltration. 
This inflammatory process may resolve 
or may progress to perforation into the 
urinary bladder with fistula formation. 
Fortunately, this dreadful complication 
is not too frequent. Diverticulitis is the 
most common cause of fistula between 
the bladder and the colon although car- 
cinoma of the sigmoid colon and rectum 
may also result in a fistula. 

Symptoms may follow an acute attack 
of diverticulitis, with low abdominal 





pain accompanied by fever and constitu- 
tional symptoms, urgency, pain, and 
frequent micturation with passage of 
purulent, offensive urine, with air and 
feces passing out through the urethra. 
Diagnosis can usually be made by the 
history alone. Cystoscopic and procto- 
sigmoidoscopic examination, and_ba- 
rium enema studies, are usually con- 





obstruction 


with 


Fig. 9. Diverticulitis 
simulating carcinoma. 


firmatory and may help in differenti- 
ating diverticulitis from carcinoma as 
the etiologic factor. 

Treatment of colovesical fistula is sur- 
gical. However, no attempt should be 
made to close the fistula when due to 
diverticulitis unless a defunctioning 
proximal, transverse colostomy has been 
performed, and until all evidence of in- 
fection has been removed from the blad- 
der and kidneys by antibiotics. The 
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operation usually requires three steps: 

1. Transverse colostomy for at least 3 
months, plus urinary and intestinal anti- 
biotics until infection is cleared. 

2. Excision of the fistula and closure 
of the openings into the bladder and 
colon, and with a Foley retention cathe- 
ter in the bladder, plus urinary and in- 
testinal antibiotics. 

3. Closure of the transverse colostomy 
after at least 3 to 6 months. The advent 
of antibiotics has hastened the perform- 
ance of this closure. The results after this 
three step procedure are usually good. 

Discussion In two previous papers, 
Vaughn and Narsete discussed cecal 
diverticulitis,’ and diverticulitis of the 
ascending colon.’ Both are infrequent 
but we should be constantly aware of 
them as clinical entities. There is no 
diagnostic syndrome in acute diverticu- 
litis of the ascending colon. Acute ap- 
pendicitis or one of its complications is 
usually suspected preoperatively from 
the symptoms, 

In cecal diverticulitis the symptoms 
and diagnosis are identical with those 
of acute appendicitis or one of its com- 
plications. However, in cecal diverticu- 
litis the symptomatology has a greater 
resemblance to acute appendicitis than 
does that of the ascending colon. 

It is important to be aware, however, 
that in the roentgenologic diagnosis in 
the cecal region, many other conditions 
may cause difficulty: fecal scyballa, ad- 
hesions after appendectomy or distortion 
secondary to an appendical abscess, re- 
gional ileitis (Marshall® in a recent 


report, discussed the occurrence of this 
entity, and the difficulty in distinguish- 
ing the condition from other inflamma- 
tory disease processes in the colon), 
amebic involvement of the cecum, and 
an inverted appendical stump (Vaughn 
and Widron *° reported a case of an in- 
verted appendical stump which simulated 
cancer of the cecum). In their opinion, 
an inverted appendical stump should be 
considered in the differential diagnosis 
of a roentgenographic filling defect in 
the cecum in a patient who has previ- 
ously had an appendectomy. 

In both diverticulitis of the cecum 
and of the ascending colon, a history of 
previous appendectomy, and barium 
enema studies, are the best diagnostic 
guides. Treatment in each of these con- 
ditions is essentially surgical. 

A more liberal use of surgical inter- 
vention in diverticulitis and its compli- 
cations, is now finding its place. We 
would emphasize that intensive conserva- 
tive management will suffice in a sub- 
stantial number of patients. If, how- 
ever, the indications for operation are 
closely adhered to, those patients who 
heretofore were lost to incapacitating 
stigma of this disease, or even death, 
may be salvaged. Most important of all 
surgical indications, in our hands, has 
been diverticulitis in the sigmoid colon, 
which cannot be clinically differentiated 
from carcinoma. 

While we favor early conservative 
therapy of diverticulitis, we would dis- 
courage its persistence in an intractable 
patient. 


Summary and Conclusions 


Diverticula and diverticulitis of. 


the colon occur most frequently in 
the sigmoid flexure. Discussion of 
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diagnosis, symptoms, and _treat- 
ment of the disease and its compli- 
cations are presented. 
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Immediate and adequate con- 
servative therapy of the disease is 
stressed and outlined. The authors, 
however, discourage its continua- 
tion in a patient with recurrent 
attacks. 

An increasing tendency among 
surgeons toward operative inter- 
vention in diverticulitis, with a pro- 
phylactic single stage resection of 
the involved colon, in selected pa- 
tients, after the acute inflammatory 
process has subsided, is discussed. 

The authors conclude that the 
indications for operation and the 
type of operative procedure for 
diverticula and diverticulitis, vary 





with each individual patient, the 
seriousness of the disease, the com- 
plications present, sufficient trial of 
conservative management, the pa- 
tient’s condition, and the discretion 
and ability of the surgeon. 

Likewise, the surgeon must make 
a judicious choice of the several 
operative procedures or combina- 
tion of procedures used in the sur- 
gical treatment of diverticulosis and 
diverticulitis. In the authors’ hands, 
the Mikulicz exteriorization technic 
has been the operative procedure 
of choice, although they are im- 
pressed with the present tendency 
toward primary resection. 
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Pruritus Ani, 


the Dermatologist 


and the Proctologist 


It is interesting to note the dermatolo- 
gist’s approach to pruritus ani. In the 
excellent little volume, Dermatology and 
General Practice, by Jacob Hyams 
Swartz (Williams and Wilkins Co., 
1953), the etiologic factors in pruritus 
ani are listed as follows: 

Diabetes, infection with worms, 
trichomonas infections, renal diseases, 
thyroid dysfunction, hormonal factors, 
skin diseases such as mycotic infections 
caused by candida or trichophyton, neu- 
rodermatitis, psoriasis, seborrheic der- 
matitis, or lichen planus. Moniliasis is 
increasing since antibiotic therapy has 
become so common. Diseases of the low- 
er rectum and anus, allergic diseases and 
psychogenic factors, are also listed. 

In discussing treatment, a complete 
study of the patient to determine the 
cause is recommended. Treatment in- 
cludes: 

1. Hygienic measure. 

2. Warm sitz baths in plain water or 
boric acid solution (1 tablespoon- 
ful of boric acid crystals to 1 quart 
of warm water) two or three times 
a day, followed by the application 
of the following prescription: 
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ALFRED J. CANTOR, M.D. 
Flushing, New York 


Gm. or cc. 
Mentholis 0.32 
Phenolis 1.32 
Glycerini 8.0 
Aquae Hamamelis 60.0 
Aquae ad 240.0 


Sig: Apply after sitz baths or 
compresses and as necessary 
for itching. 

3. The following ointment is recom- 
mended when the area is dry or 


fissured: 
Gm. or cc. 
Mentholis 0.032 
Petrolati ad 30.0 


Sig: Apply a thin layer at night, 
five minutes after the lotion 
and as necessary for dryness. 

4. To relieve pain the following pre- 
scription is advised: 


Gm. or cc. 
Mentholis 0.032 
Cocaine hydrochloride 0.32 
Petrolati ad 30.0 


Sig: Apply in a thin layer morn- 
ing and night. 





Presented at the Eighth Annual Teaching 
Seminar of the International Academy of Proc- 
tology, The Drake Hotel, Chicago, Illinois, 
April 25, 1956. 
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. Elixir benadryl: One teaspoonful 
morning and afternoon; two tea- 
spoonfuls at bedtime. 

6. X-ray treatment in limited 

amounts. 

7. For the treatment of mycotic in- 

fections: 

Aqueous solution of mercuro- 
chrome (1 per cent). Apply morn- 
ing and night after use of com- 
presses soaked with warm boric 
acid solution. 


Gm. or cc. 

Mercurochrome crystals 0.65 
Aquae 1.32 
Acidi Salicylici 0.65 
Petrolati 
Lanolini ad 30.0 
Sig: Apply after compresses 

soaked in a warm solution of 

boric acid. 


8. Injection of 70 percent alcohol in 
the involved area for temporary 
relief. (Several weeks to several 
months. ) 

9. Ointments, such as Quotaine or 
Iso-Par may be tried. The author 
has had fair results in treatment 
of a few cases. Irritation may 
occur. 

Comment The hygienic measures are 
excellent. Soft cellulose tissue moistened 
with mineral oil may be used to cleanse 
the perianal area before and after a 
bowel movement. No soap should be 
used. 

Warm sitz baths may be of value, 
or—as the author points out,—some 
patients prefer cold compresses of equal 
parts of cold milk and cold water. 

In my own experience, ointment 
treatment should be avoided. Secondary 
irritation by the ointment (dermatitis 
medicamentosa), usually occurs after 
brief or prolonged use of any ointment. 





I am opposed to X-ray treatment in- 
asmuch as relief, if any, is temporary, 
and permanent damage of the skin re- 
sults. 

I have no experience with alcohol in- 
jection, although, of course, the oil sol- 
uble anesthetic that I use so regularly 
does contain benzyl alcohol in addition 
to the procaine base and the oil. 

George Clinton Andrews, in the fourth 
edition of his excellent text, Diseases of 
the Skin for Practitioners and Students, 
(W. B. Saunders, Co., 1954), divides 
pruritus ani into two varieties, one of 
purely local origin, and the other indi- 
rectly provoked by constitutional causes. 

He lists, as the most common cause, 
moniliasis or tinea cruris, diabetes 
mellitus, seborrheic dermatitis, psori- 
asis, and trichomonas vaginalis in 
women. 

Under “much less common” causes, 
this author includes cathartics, psyllium 
seeds, mineral oil, tight under pants, 
harsh toilet paper, intestinal parasites 
(especially pinworms), hemorrhoids, 
proctitis, fissure, constipation, nervous 
tension, alcoholic drinks, codeine, co- 
caine or other medicines. 

The treatment, of course, depends up- 
on the cause. The treatment for human 
pinworm infestation recommended by 
this author includes raw garlic or de- 
odorized garlic tablets, oral terramycin 
or enteric coated tablets of crystal gen- 
tian violet. 

He also advised hexylresorcinol enema 
or a retention enema in 200 cc. of milk 
daily. Carbolated vaseline is to be ap- 
plied to the rectal area and genitals after 
each enema, a daily shower bath taken, 
and sleeping clothes are to be boiled. 
All members of the household are to be 
treated. 

Mycotic pruritus ani is diagnosed by 
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microscopic examination of scrapings 
and by cultures. 

Moniliasis is particularly frequent 
during pregnancy, in diabetes, and after 
antibiotic therapy. 

Vulvar involvement is most common. 

Candida will be found in smears and 
cultures. 

The mycotic type of pruritus ani and 
vulvae requires antiparasitic remedies, 
and at times—roentgenotherapy. 2% 
aqueous solution of gentian violet, 
Castellani’s paint or gentian gel vaginal 
suppositories, are useful. Douches of 
1% aqueous solution gentian violet, or 
1 tsp. of tincture of iodine in 2 quarts 
of water should be given daily. 

Trichomonas vaginitis may cause lo- 
cal pruritus, especially during preg- 
nancy. Introduce a cotton tipped ap- 
plicator into the vagina before any ex- 
amination or instrumentation, and trans- 
fer some of the secretion into 1 cc. of 
normal saline solution in a test tube. 
A drop of this suspension on a cover 
slip, inverted over a hollow ground slide 
and examined under a dry high power 
objective, will reveal the motile, pyri- 
form organism. 

Treatment for trichomonas vaginitis 
pruritus requires terramycin vaginal 
suppositories and terramycin or atabrine 
by mouth. 

Treatment, naturally, varies with the 
cause. This author indicates that some 
cases may require antihistaminic rem- 
edies, dihydrocortone ointment, tar or 
caustic (silver nitrate) therapy, psycho- 
therapy, etc. 

He recommends a small enema taken 
slowly each night before retiring, if 
there is constipation. If the sphincter 
muscle is tight or the anus constricted, 
Andrews advises rectal dilators or dilita- 
tion under general anesthesia. 


(Vol. 7, No. 4) AUGUST 1956 


The general instructions advised by 
the author are of interest. 

‘Avoid loose stools, and use soft cellu- 
lose tissue or cotton instead of toilet 
paper. After the bowels move, cleanse 
the anus with cotton and olive oil or 
warm water without rubbing. Do not 
use soap and keep fingers away from the 
part as much as possible. Whenever 
itching is severe, apply anti-itching 
medicine instead of scratching. Use 
salve regularly morning and night and 
before or after the bowels move. Hard 
movements should be softened by the 
ingestion of plenty of fluids, and if nec- 
essary, liquid petrolatum, although irri- 
tating properties have been occasionally 
ascribed to the latter. 

Clothing should be light and loose, 
and contacts caused by prolonged sitting 
or sleeping on the back should be 
avoided. 

Diet should be bland and nonirritat- 
ing in accordance with the following 
suggestions. 

Beverages not allowed: 

Tea 

Cofiee 

Alcohol 

Allowed 1 cup of warm (not hot) 

cofiee or tea at breakfast 
Foods not allowed: 
Spices 
Gravies 
Condiments 
Rich foods 
Rich Sauces 
Allowed: 
Breadstuffs 
Cereals 
Dairy products 
Ice Cream 
Milk 
Egg Desserts 
Other Simple Desserts 


Hot soups 
Hot foods 
Hot drinks 


Sweets 
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Especially Advised: 

Meat and Vegetable Diet 

Cereals 

Dairy Products 

Fruits—raw or cooked 

Foods may be warm but never hot 

It is better to eat small amounts often, 
avoiding large meals. 

In cases of fissures, Andrews recom- 
mends daily treatment by painting with 
silver nitrate solution, 10% ichthyol or 
balsam of Peru. 

X-rays, Grenz rays, and thorium X 
are the further measures recommended. 

Comment There can be no quarrel 
with the etiologic factors listed by this 
author. You will recall an article in the 
AMERICAN JOURNAL OF PRocTOLOGY by 
Dr. Reichert on the relationship between 
tight clothing and pruritus ani, particu- 
larly as this relates to the garb of the 
Orient. 
“tight under pants” listed as one of the 


I am pleased, therefore, to see 


causes of pruritus ani by Dr. Andrews. 

I would take issue with the use of 
rectal dilators or dilatation under gen- 
eral anesthesia for a tight sphincter 
muscle. The injection of oil soluble 
anesthetics will release such spasm. Oc- 
casionally, a posterior proctotomy is in- 
dicated. 

I have seen no really good results 
from the use of antihistaminics or corti- 
sone orally. 

I believe general hygienic measures 
advocated are especially important, most 
particularly use of soft cellulose tissue 
or cotton instead of toilet paper. 

It is probably best to avoid liquid pe- 
trolatum in this condition. Seepage of 
mineral oil, and the irritating fecal and 
mucoid material brought down with the 
oil, may aggravate rather than improve 
the condition. 

From the dietary point of view, I 





would not allow white bread, dairy prod- 
ucts, ice cream, milk or egg desserts. 
This is based upon general principles 
to improve the patient’s general health, 
rather than upon therapy. 
White bread is denatured wheat or 
flour for the most part, treated with 
chemicals of dubious value and possibly 
damaging to human biochemistry. 


specific 


The high fat content of dairy prod- 
ucts and egg desserts would seem to 
contra-indicate these foods for every pa- 
tient over thirty years of age. This, of 
course, is a highly controversial subject, 
and is undergoing intensive investiga- 
tion at the present time. However, un- 
til such time as the matter is clarified, 
there can be little doubt that milk is 
proper food for babies only,—and if 
desired by adults—should be taken in its 
skimmed form only. 

I have already indicated my opposi- 
tion to the use of X-rays and comparable 
radiation modalities. Otherwise, the 
treatments indicated by this author are 
useful as indicated. 

Dr. Henry C. G. Semon, in his unusu- 
ally good “An Atlas of the Commoner 
Skin Diseases”, fourth edition, (Wil- 
liams & Wilkins, Co.) 1953, discusses 
and illustrates tinea cruris as a cause of 
pruritus ani and vulvae. 

This is caused by the epidermophyton 
inguinale, and involves chiefly the inner 
aspects of the adjoining skin of the 
thighs and scrotum, the groins, some- 
times spreading to the internatal and 
(and even to the 
It also infects the interdigital 


perianal regions 
axillae). 
skin of the feet, particularly the cleft 
between the fourth and fifth toes, where 
it may lie dormant, causing slightly 
painful fissures and a tendency to peel 
for many years. 

Semon points out that the important 
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diagnostic feature is the sharply defined 
border. 

The acute case with intense pruritus 
responds to frequent applications of 
14% gentian violet in 10-25% spirit lo- 
tion (the more acute the less spirit). 
A soft wide brush is used for applica- 
tion, and followed by freely dusted 
powder, three or four times daily. 

For the chronic cases with desquama- 
tion and a tendency to central clearance, 
this author recommends 5% undecy- 
lenic acid in a greaseless ointment base. 

The interdigital mycosis must also be 
treated (daily application of salicylic 
acid in 2-25% spirit), for seven to ten 
days, followed by the undecylenic acid 
ointment. 

This author recommends the use of 
gentian violet paint in the treatment of 
pruritus ani and vulvae, with the state- 
ment, “There is no very characteristic 
clinical picture of this complication” 
(he is speaking here of pruritus ani as 
a complication of tinea cruris), “but if 
the symptoms clear up on the applica- 
tion of the above gentian violet paint. 
it is more than probable that the etiology 
was mycotic and should lead the prac- 
titioner to a careful examination of the 
feet for desquamation, etc. between the 
toes.” 

He lists the usual local causes, add- 
ing also medicated pessaries, contracep- 
tives and too frequent vaginal douching, 
sanitary towels, nail polish, and in the 
male on the scrotum, even a match box 
through the pocket lining. 


Among the constitutional causes 
Semon includes focal sepsis and leu- 
kemia among the rare factors. Aureo- 


mycin is also listed as a cause of pru- 
ritus ani. 

The carbol-fuchsine paint of Castel- 
lani is described, by this author, as be- 
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ing more rapidly antipruritic than gen- 
tian violet. I am particularly interested 
to note the statement that excessive use 
of soap and bath salts, if not a direct 
cause, frequently aggravates pruritus. I 
am in complete agreement with this. We 
do tend to remove the essential oils by 
too frequent bathing with soap. 

He also points out that pruritus vul- 
vae is a not infrequent association of the 
menopause. It may be added that pru- 
ritus vulvae of this nature may be co- 
existent with pruritus ani. Stilbesterol 
by mouth may be effective therapy in 
such cases. 

We should mark well the following 
statement, “Treatment of the other etio- 
logical factors is of course dependent 
upon their nature and may need the co- 
operation of a gynecologist, proctologist. 
dental surgeon, or psychologist.” 

Semon advocates local radiotherapy 
only “for cases in which a meticulous in- 
vestigation has failed to reveal the re- 
movable cause”. The patients “should 
be warned of the danger of repeated 
irradiation and the late development of 
X-ray dermatitis or ulceration of which 
the prospects may be more serious.” 

Comment The extensive space given 
to the discussion of tinea cruris, as you 
know, is based upon the fact that many 
of the cases of pruritus ani are associ- 
ated with or the result of such involve- 
ment. There can be no objection to the 
author’s recommendation for a trial of 
gentian violet. Indeed, if the pruritus 
ani is secondary to tinea cruris, it will 
often clear when the latter condition is 
brought under control. However, local 
pathological processes within the anus 
or rectum must always be removed. All 
other treatment to the perianal region 
must be considered merely as a stop- 
gap and temporary. 
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Dr. Spiesman has had experience 
with the Castellani paint, and speaks 
highly of this preparation. I have al- 
ready emphasized my feelings with re- 
gard to the excessive use of soap. 

I am quite in agreement with the au- 
thor regarding X-ray therapy. Indeed, 
I would go a step further and state that 
it should not be used at all. 

The 1956 Current Therapy volume 
published by Saunders, offers the meth- 
ods of Baer and Sawicky in the treat- 
ment of pruritus. They state that in 
general it is better not to use greasy 
preparations in intetriginous areas or 
powder—containing remedies such as 
shake lotions and zinc paste in hairy 
regions. 

Medicated sitz baths 
mended for pruritus ani, but very hot 
baths are to be avoided when the skin 
is very dry. 

The following types of baths are sug- 
gested: 

“Linit Starch Bath—Add contents of 

1 pound box of Linit starch to the 
water and stir. 

Bran Bath—Prepare a_ cheesecloth 
bag containing 14 pound of wheat 
or oatmeal bran. Run the hot 
water through this bag while fill- 
ing the tub. Squeeze the bag in 
the bath from time to time and use 
as a wash cloth. 

Tar Bath—Add tar extract to bath 
and stir. Use 1 ounce of coal tar 
solution N.F. or Zetar bath emul- 
sion (Dermik) or 2 ounces of Al- 
may or Ar-Ex tar solution for the 
bath. 

Potassium Permanganate Bath— 
(Recommended only in infected or 
bullous pruritic eruptions.) Dis- 
solve 1 to 2 teaspoonfuls of crystals 
in a quart of water; when com- 


are recom- 





pletely dissolved, add to bath. Re- 
move stains on tub with vinegar.” 

Medicated soaks and wet dressings 
are recommended to relieve itching, 
especially when associated with inflam- 
mation of the skin. Four to six ply 
muslin is recommended for “open” wet 
dressings. Although very cold or hot 
compresses of plain water will relieve 
itching, when signs of inflammation are 
present, the following may be used: 

1. Saline Solution 

2. Fresh milk (Especially on dry 

skin) 

3. Boric acid 2 per cent solution. 

4. Aluminum acetate solution 1:20 

water (or more convenient; one 

Domeboro tablet (Dome) per pint 

of water) 

5. Silver nitrate 0.25 per cent solu- 
tion (only in infected pruritic 
eruptions). 

For localized pruritis associated with 
thickened and lichenified eruptions, the 
following formulae are recommended: 

1. Coal tar solution N.F. undiluted 


2. Menthol 0.3 
Camphor 10.0 
Alcohol USP q.s. ad 120.0 


Lotions and liquid emulsions, how- 
ever, are less messy. 


1. Menthol 0.3 
Phenol 0.6 
Zinc oxide — 
Talc aa 20.0 
Glycerin 10.0 
Alcohol — 
Water aa 35.0 


Apply with paint brush or fingers. 
For skin color add bentonite and 
oxide of iron powder (Neutra- 
color, Almay) 2.0. For lichenified 
and thickened pruritic skin add 
coal tar solution N.F. 6.0, and re- 
sorcin 3.6. 
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2. Hydrocortisone lotion 1% (e.g., 
Neocortef (Upjohn), Cort-Dome 
(Dome) or Hydrocortone (Merck) 


lotion). 

3. Menthol 0.3 
Phenol 0.6 
Zinc oxide —— 
Talc — 
Anhydrous lanolin aa 12.0 
Olive Oil 48.0 


Aluminum acetate solution 2.4 
Sorbitan monostearate 2.4 
Distilled water q.s. ad 120.0 
Apply with finger or paint brush. 
This emulsion leaves an oily film 
on the skin. 

If the pruritus is associated with a 
dry, lichenified scaly eruption, these 
same lotions, solutions and_ tinctures 
may be preferred. However, some cases 
do better with emollient creams and 
ointments. If there are acute inflamma- 
tory skin changes, the following formu- 
lae may be of value. 

1. Hydrocortisone 0.15 
Hydrophilic ointment USP 15.0 
or the proprietary Cortdome 
1% cream (Dome) or Cor- 
tef 1% ointment (Upjohn). 


2. Hydrocortisone powder 0.15 
Sterosan ointment (Geigy) 15.0 
3. Menthol 0.05 
Phenol 0.1 
Unscented cold cream 15.0 


If the eruption is more chronic, use 
this formula: 


1. Hydrocortisone 0.15 
Coal tar solution N.F. 0.45 
Vioform (Ciba) 0.45 


Hydrophilic ointment U.S.P. 15.0 
2. Pragmatar (Smith, and French) 
3. Hydrocortisone 0.15 

Coal tar solution N.F. 3.0 

Hydrophilic ointment U.S.P. 15.0 
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4, Crude coal tar 0.75 
Zinc oxide ointment U.S.P. 15.0 

These authors also recommend the 
use of antihistamines for some cases. 
One with hypnotic action may be em- 
ployed in the evening, such a Phener- 
gan (Wyeth), 12.5 mg. or 25 mg. One 
with little hypnotic effect should be used 
during the day, such as Teldrin (Smith, 
Kline and French) 12 mg. after break- 
fast. 

A 5 grain aspirin tablet four times a 
day may also be of value, with or with- 
out 14 grain of phenobarbital. If there 
is severe pruritus at bedtime, chloral hy- 
drate, 1 or 2 grams (15 to 30 grains) 
may be prescribed at bedtime. 

Thorazine (Smith, Kline and French) 
25 mg. three or four times daily is also 
recommended. 


In some cases, hydrocortisone, meti- 
corten or cortisone by mouth or ACTH 
gel intramuscularly, may be employed. 
The dosage should be suppressive at 
first, and later reduced to maintenance 
level. 


Of course, soap should be avoided, 
and non-alkaline cleansers such as 
Lowila cake (Westwood) or Dove bar 
(Lever Bros.), should be prescribed. 


Comment There can be no quarrel 
with the procedures and medications 
recommended. However, these authors 
also advise Grenz ray therapy and super- 
ficial X-ray therapy, and state that they 
“often are highly effective.” As I have 
already indicated, my own opinion is to 
the contrary. 

The general principles established are 
excellent, and the recommended formu- 
lae may be effective in selected cases. 
The treatment outlined, however, is 
symptomatic. The cause (or causes) 
must always be found and removed. 
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Conclusions 


In the majority of cases the diag- 
nostic study will uncover only local 
causes, such as hemorrhoids, cryp- 
titis, etc. When these local causes 
are removed, and the patient is 
carefully instructed in general 
bowel and perianal area hygiene, 
no further treatment will be nec- 


essary. 

The approach of the proctologist 
must obviously be on a broad front, 
and he should be skilled not only 
in his basic discipline of proctol- 
ogy, but also in internal medicine, 
dermatology, 


nutrition, gynecol- 


ogy, urology, and psychotherapy. 
Where he is uncertain or incom- 
pletely informed (and no man can 
be completely informed in today’s 
broad range of medical practice), 
he should seek prompt consulta- 
tion. 

Pruritus ani, perhaps better than 
any other ano-rectal disease, em- 
phasizes the scope of proctology, 
and the fact that the proctologist is 
not a limited specialist, but a man 
of widely ranging interests and 
broad vision. 

147-41 Sanford Avenue 
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Figure 2. Microscopic view of Mucoid Adeno- 
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Ano-Rectal 


Complications 


of Pregnancy 


The physiologic changes associated 
with pregnancy in themselves make ev- 
ery woman vulnerable to ano-rectal com- 
plications. Add to this the traumatic 
effects of delivery and the probable pres- 
ence of pre-existing ano-rectal disease, 
and one can readily understand the high 
incidence of these complications. 

Yet it is surprising that apparently 
little thought has been given to this 
problem. Because’ of this disinterest, 
well planned principles of treatment 
have been lacking. Our obstetrical text- 
books show only a minutiae of interest 
in this problem. New editions merely 
repeat the several sentences so devoted. 
Your texts are not much better. Dr. 
Charles Pope has been the one proctolo- 
gist to truly study this subject. His ar- 
ticles are virtually complete texts. His 
description of the anatomical and physi- 
ologic changes in the ano-rectum dur- 
ing pregnancy and his discussion con- 
cerning therapeutic principles are superb 
to say the least. All of us should care- 
fully study his writings to perfect our 
understanding of the problem. 

My thought today is to emphasize to 
you my impressions of our mutual prob- 
lems from the eye of a clinical obstetri- 
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cian—to discuss with you the reasons 
for a conservative attitude in the man- 
agement of ano-rectal complications dur- 
ing and immediately following preg- 
nancy. 


Vulnerability 


The hormone of the corpus luteum 
(progesterone) and the hormones pro- 
duced by the placenta not only effec- 


tively relax the muscle fibers of the 
uterus but exert this same effect on all 


smooth muscle. This accounts for ure- 
teral dilatation and relaxation of the 
bladder. This effect is also profound 
on the muscle of the gastrointestinal 
A slowing of peristalsis is a 
that 
mences early in pregnancy and persists 


tract. 
physiologic phenomenon com- 
until delivery. 

The greatest effect on the ano-rectum 
comes from the vascular changes of 
pregnancy. As you know the blood vol- 
ume is increased some twenty-five per- 
This increase 
in plasma content, necessary for fetal 


cent during pregnancy. 
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nourishment and metabolism, causes a 
marked distention of all blood vessels. 
Since most of this circulation of fluid is 
intended for the uterus, it is only natu- 
ral that blood vessel changes are most 
marked in this area. The blood volume 
increases slowly, develops to a height 
at the fourth month, remains high until 
delivery, rapidly returns to near normal 
by the tenth postdelivery day, but does 
not completely return to normal until 
at best six to eight weeks after the 
baby’s birth. In many instances this 
puerperal involution is not complete 
until six months postpartum. 

Pelvic venous congestion is a result 
of these physiologic changes. During 
pregnancy these veins become terrifically 
engorged. Individual veins reach the 
size of a large lead pencil. This pelvic 
venous congestion is carried down to 
the veins of the vulva, the legs, and of 
course the ano-rectal area. 

The enlarging uterus in itself presses 
considerably on the pelvic vascular 
structures. Its weight alone offers an 
avenue of obstruction and_ resultant 
venous engorgement of dependent areas. 

When the presenting part of the fetus 
engages itself within the pelvic cavity, 
the venous pressure is still more in- 
creased. 

Even though the pelvic tissues are 
softened and relaxed, and thus readily 
stretched during labor, the sudden ex- 
pulsion of the baby through the birth 
canal is often not without incident. This 
trauma of labor is easily the trigger 
mechanism setting off actual ano-rectal 
disease. 


Transitory Nature of Ano-Rectal 
Disease During Pregnancy 

Just as pregnancy is a “disease of 
nine months duration” so are the physi- 





ologic changes of a temporary nature. 

The blood volume shows an abrupt 
drop within the first twenty-four hours 
after delivery. However, as previously 
stated, this does not return to a normal 
level for some time. In eight to ten 
days, it may reach a normal or a high 
normal level, but a return to a true pre- 
pregnancy state takes six to eight weeks 
—and often six months. 

Pelvic venous congestion as such fol- 
lows the above pattern. Yet the effect 
of the trauma of labor in itself tends to 
slightly prolong the congestive state. 

Hormonal patterns abruptly change 
to normal after delivery—except when 
the pregnancy effect is prolonged by lac- 
tation. In any event, the tendency is 
towards a rapid return to normal. 

Early ambulation of postpartum 
women is now a universally accepted 
custom. This has done much to pro- 
mote normal bladder and bowel activity 
and has greatly aided in the prevention 
of urinary and bowel disorders. 





Conservative Management of Ano- 
Rectal Complications During 
Pregnancy 


An understanding of the above physio- 
logic trends during pregnancy, delivery, 
and the postpartum state demonstrates 
the need of a conservative attitude dur- 
ing pregnancy. 

Hemorrhoids are undoubtedly the 
most common ano-rectal disorder asso- 
ciated with pregnancy. Pregnancy in 
itself may lead to incompetence and 
vericosities in these vessels. Pre-exist- 
ing damage certainly would be _ in- 
creased. But recognize that puerperal 
involution will do much to return the 
vessels to normality. 

Temporary relief is the mode of treat- 
ment. Surgery is contra-indicated. The 
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changes of pregnancy in itself make 
hemorrhoidectomy a technically difficult 
ordeal. The tremendous congestion pro- 
motes oozing and bleeding. One ob- 
tains a false idea of the hemorrhoidal 
status and there will be a tendency for 
too much vascular ligation and tissue 
removal. Anal stenosis is too often a 
sequela and a poor surgical result is the 
rule. 

Immediate postpartum surgery falls 
into the same category. It is always 
surprising to note the seeming disappear- 
ance of tremendously engorged edema- 
tous hemorrhoids within a twenty-four 
to forty-eight hour period. Certainly, 
thrombotic hemorrhoids, prolapsed 
strangulated hemorrhoids, etc., must be 
treated as a surgical emergency. But be 
certain just to treat the urgent condition. 
Let nature help you with the rest. 


Procto-Sigmoidoscopy 
During Pregnancy 


Each of us must remain cognizant of 
the importance of signs of serious ano- 
rectal disorders during pregnancy—spe- 
cifically, cancer and the pre-cancerous 
recto-sigmoid polyp. Rectal bleeding, 
irregularity of bowel habits, and _per- 
sistent gastro-intestinal pain demand 


thorough diagnostic surgery. With pa- 
tience and care proctosigmoidoscopy, 
colon x-ray, stool cultures, and the like 
can be performed with ease during preg- 
nancy. 

The mistake is not to do so and over- 
look an ideal time to diagnose a serious 
malady. 


The Obstetrician's Role in the Pre- 
vention of Ano-Rectal Disease 


The prenatal period with its many 
visits between patient and obstetrician 
offers a golden opportunity to promote 
good health habits. We obstetricians 
should not only be concerned with the 
problems of pregnancy, but must utilize 
these visiting periods to demonstrate 
without words the ease, the little added 
discomfort, and the importance of a 
careful thorough examination. We must 
discuss eating habits, exercise, and 
bowel habits with our patients. Cer- 
tainly this is the time to correct bad 
habits and functional disturbances. This 
is the time to preach good health. The 
obstetrician of today has to be well 
oriented in the principles of preventa- 
tive medicine and good mental health 
just as he is alert to the early signs of 
serious illness in all parts of the body. 


Summary 


Although the _ physiologic 
changes associated with pregnancy 
make every woman vulnerable to 
ano-rectal complications, these 
effects are transitory in nature. 

It is imperative that these 
changes be considered in the man- 
agement of ano-rectal disease dur- 
ing pregnancy. A conservative ap- 
proach is recommended. Surgery 
of ano-rectal conditions should be 
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performed only when urgent due 
to thrombosis, strangulation, or 
abscess formation. 

Yet one must be alert to the 
symptoms of serious ano-rectal 
disease. Proctosigmoidoscopy, co- 
lon x-ray, and similar diagnostic 
studies may be done without fear 
during pregnancy. 

The obstetrician should utilize 
his patient’s visits to promote the 
principles of preventative medicine 
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COCCYGODYNIA AND PROCTALGIA FUGAX 


Pain about the region of the coccyx, referred to as coccygodynia, is a clinical entity 
only too often misunderstood, commonly overlooked and improperly treated. Proctalgia 
fugax is a proctologic entity also referring to a specific type of rectal pain. We feel that 
both conditions mentioned above are the same clinical entity; proctalgia fugax being 
the acute, and coccygodynia the chronic manifestation of this interesting syndrome. 

The etiology of this pericoccygeal tenderness or spasm may be either traumatic or 
infectious. We know that an injury to any joint, muscle or ligament will bring about a 
defensive muscle spasm, as evidenced by the acute scoliosis associated with spasm’ fol- 
lowing a lumbo-sacral sprain. We therefore feel justified in considering that any trauma 
to the coccyx such as a fall, childbirth, etc. might injure ligaments, joints, or muscles 
and also bring about a pericoccygeal tenderness or spasm of the levator ani, coccygeus 
or piriformis muscles. Also injury to this area may initiate an inflammatory reaction, 
proliferation of fibrous connective tissue and compression of the nerves (fibrositis). 
Any undue pressure or stimulus in the coccygeal area would thus set up an area of 
muscle tenderness or spasm, which would be precipitated by muscular movements, 
such as arising from a sitting position, the act of defecation, following the act of coitus, 
and also sitting for any length of time. 

Anatomically, we are cognizant of the lymphatic drainage and nerve supply of the 
ano-rectum laterally into the lavator ani muscles as well as via the lateral ligaments and 
superiorly along the venous networks. Thus, infectious processes such as cryptitis, papil- 
litis, fissure-in-ano, fistula-in-ano, hemorrhoids, and prostatitis would give rise to lym- 
phatic drainage and reflex stimulation into the areas of the levator ani muscles and set 
up a spasm or tenderness of these muscles. 

In coccygodynia the patient usually complains of pain which he describes as being 
in the rectum or about the tail bone which is aggravated by sitting for any length of 
time; sometimes noticeable when arising from a sitting position and also worse before, 
during, or after a bowel movement. In proctalgia fugax the complaint is that of an 
acute pain in the rectum which usually comes on at night, awakening the patient, and 
has been described as being similar in nature to the pain of a “charley horse”. The pain 
in the rectum becomes progressively worse until the patient is either writhing in pain or 
lying motionless, afraid to move lest he cause an exaggeration of this pain. This syn- 
drome lasts from 5 to 15 minutes and just as suddenly subsides, leaving the patient 





symptom free except for a sense of relief and fatigue. In coccygodynia, the patient states 
that the pains occur regularly while in proctalgia fugax only occasionally. The diagnosis 
of these conditions is based primarily upon the history as noted above and physical find- 
ings as given below. 

In examining these patients, a complete ano rectal examination is in order, being on 
the lookout for cryptitis, papillitis, fistula-in-ano, fissure, pruritus ani, internal hemor- 
rhoids, and chronic prostatitis. Physical examination in either of these conditions will 
reveal marked tenderness on digital pressure in the region of the levator ani, coccygeus 
or piriformis muscles, in addition to spastic contraction of any of these muscles. In 
proctalgia fugax, digital pressure upon these muscles produces the same discomfort as 
that experienced with coccygodynia. 

Treatment of these proctologic entities has been very successful in our hands. Digital 
massage as advocated and practiced by Thiele and others has given us consistently good 
results. This is performed by inserting the index finger full length into the rectum and 
massaging the muscles in the long direction of their fibers beginning at the spine and 
applying pressure in a postero-lateral direction. These massages are given two to three 
times weekly, reducing the interval between treatments, as the condition improves. In 
those patients in whom digital massage is not completely successful, or in those cases 
where the tenderness is so acute that massage is almost unbearable, injection of a long 
acting anesthetic, such as Nupercaine in oil is given. This injection is given with a tuber- 
culin syringe and a 2 inch 20 gauge needle, depositing the anesthetic oil about the 
coccyx and also into the muscles involved, using the left index finger as a guide. We 
use no more than J cc. of anesthetic oil at one treatment. Surgery may be necessary to 
clear up any focus of infection or infected areas such as cryptitis, papillitis, fissure, 
fistula, internal hemorrhoids or chronic pruritus ani. The prostate should receive any 
indicated treatment. 

Following surgery of the ano rectum and its resultant postoperative purulent drain- 
age, symptoms of coccygodynia may develop, which is undoubtedly due to the same 
infectious or reflex origin as mentioned previously. When the ano rectum heals and the 
purulent drainage subsides, the symptoms will disappear. 

We have seen many patients with coccygodynia who have previously been subjected 
to a coccygectomy with poor results. We do not feel that coccygectomy has any place 
in the therapy of coccygodynia. The simple methods of treatment mentioned above 
have given us uniformly excellent results over a long period of time. 


MANUEL G. SpIESMAN, M.D. 























Relation . 


Ano-Rectal Disease 


to Carcinoma 


C 


With Special Reference to Hemorrhoidst 


All of us have had the experience of 
having worried patients inquire re- 
garding the possibility of carcinoma de- 
veloping in their hemorrhoids or in other 
rectal conditions, It is the purpose of 
this paper to inquire into the basis for 
a reply to this question. 

The problem is complicated by the 
general prevalence of hemorrhoids, so 
that the development, later, of carcinoma 
could be a coincidence. 

The present status of thought regard- 
ing the relationship of pre-existing rectal 
and colonic disease to carcinoma, may 
be summed up as follows: 

(1) Chronic ulcerative colitis, leuko- 
plakia and kraurosis ani are often as- 
sociated with malignancy and may pre- 
dispose to it. 

(2) Single polyps, congenital poly- 
posis and villous tumor predispose to 
malignancy and are pre-malignant 
lesions. 

(3) Hemorrhoids, fistula, cryptitis, 
fissure, pruritus ani and proctitis have 
no known relationship to carcinoma, 

The predisposition of polyp to malig- 
nant degeneration is supported by the 
observations of Brust,’ Dukes,? Mar- 
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tin,? Yeomans,‘ Stewart,> and Cattell.®’ 
According to Buie,"* 25% to 30% of all 
patients who have carcinoma of the 
colon also have polyps, usually adjacent 
to the malignancy; and polyps have 
been found with early degeneration and 
malignant changes in varying degrees. 
Carcinoma has been found at the site of 
previous adenoma.” 

Bargen and Sauer** describe 30 cases 
of carcinoma occurring in ulcerative 
colitis patients, and Hayes*® found car- 
cinoma two to three times as frequently 
in patients with chronic ulcerative colitis 
as in general hospital admissions. 

Dermatologically, kraurosis and leu- 
koplakia have long been recognized as 
a base in which carcinoma is prone to 
develop. 

In regard to hemorrhoids, the evi- 
dence ranges from unsatisfactory to in- 
dicative of no relationship. Some minor 
considerations in favor of a relation- 


*F.A.C.G., F.I.A.P.; Attending Proctologist, 
The Unity Hospital, Brooklyn, N. Y 

t From the Department of Surgery, Section 
of Proctology, The Unity Hospital. 
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ship are the repeated daily traumata of 
defecation and friction by toilet tissue 
on protruding hemorrhoids, in view of 
the known inciting action of chronic 
irritation. In fact, a traumatic incep- 
tion of rectal carcinoma has at times 
been offered (cases were reported by 
Gocke*® and Anschutz'*), However, 
although carcinoma frequently develops 
in patients with hemorrhoids, this is not 
evidence that it develops because of the 
hemorrhoids. 

~ Various authors have reported 7% to 
30% frequency of hemorrhoids in rec- 
tal carcinoma. The Mayo Clinic reports 
that 10% to 20% of patients operated 
upon for carcinoma had been operated 
upon for hemorrhoids shortly before. 
Presumably the malignancy had not been 
diagnosed at the time of hemorrhoidec- 
tomy, pointing up the need for sig- 
moidoscopy in every case before hemor- 
rhoidectomy, with barium enema and 
double contrast films in addition if 
thought necessary for a complete diag- 
nosis, 

An anatomical condition favoring the 
development of carcinoma in the anal 
canal is the abrupt change of the mucosa 
from columnar to squamous epithelium 
and the possibility of developmental 
anomalies. Carcinoma of the anal canal 
is most often the squamous cell type, 
while above the anal canal more than 
90% are of columnar cell origin. 

The following factors confuse the at- 
tempt to determine a possible relation- 
ship; the carcinoma may be developing 
for some time while the patient thinks 
his symptoms are due to hemorrhoids; 
or the two conditions may be co-existent 
and independent; hemorrhoids may be 


produced or increased by a rectal car- 
cinoma causing pressure and obstruct- 
ing the venous flow. Smith* has re- 
ported lymphomas resembling, and even 
within, internal hemorrhoids, present- 
ing a slight induration similar to a 
thrombosis. This indicates the need for 
microscopic examination of all tissues 
removed from the rectum, no matter how 
innocent their appearance, and also the 
possibility of mistaking a neoplasm for 
a hemorrhoid. 

The case against a relationship is 
given weight by a study in 1940 to 1946 
by Carstam’? at the Lund Clinic. Rou- 
tine examinations, including x-rays of 
patients over 40 with hemorrhoids and 
without other symptoms did not lead to 
discovery of carcinoma in a single case. 
In a control study of general patients, 
hemorrhoids were found in 41%; in a 
series of cases of carcinoma, hemor- 
rhoids were found in almost the same 
percentage (37%) so that no correlation 
between the two diseases could be de- 
rived from these statistics. ~ 

In our own studies at the Unity Hos- 
pital Rectal Clinic and in our private 
practice, in 150 consecutive patients 
who came in because of symptoms of 
hemorrhoids only, and in whom hemor- 
rhoids were found, not one had car- 
cinoma, although such a possibility was 
always kept in mind. In other cases, 
in which carcinoma was found co- 
existent with hemorrhoids, in our series 
the carcinoma was never located in or 
near the hemorrhoidal area. Of course, 
carcinoma does occur in the hemor- 
rhoidal area, but it is the least frequent 
site when considering the anal canal, 
rectum and sigmoid. 
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Conclusions 


1. Hemorrhoids are not present 
more frequently in cases of low 
carcinoma than in patients whose 
carcinoma is situated higher in the 
colon. 


2. Only 2% to 10% of carcino- 
mas of the anal canal, rectum and 
sigmoid are situated in the anal 
canal, while 90% to 98% are in the 
other areas, although hemorrhoidal 
conditions are so highly frequent in 
the general population. 


3. Primary malignancy of the 
anus is rare, occurring in only 
.08% of all patients proctoscoped 
at the Mayo Clinic 1920-32, and 
comprising only 1.73% of all ma- 
lignant lesions of the anus, rectum 
and sigmoid (Buie"). 

4. From these statistics and 
other relevant facts, the conclusion 
is reached that no causal relation- 
ship exists between hemorrhoids 
and carcinoma. 


References 


1. Brust, J. C. M.: N. Y. State J. M., 42:10, 
May 15, 1942. 


2: Dukes, Cuthbert: Brit, J. Surg., 
1926, 
3. Martin, E..G.: Ann. Surg., 102:56, 1935, 


4. Yeomans, F. G.: N. Y. State J. M., 37:390, 
1937. 


5. Stewart, M. J.: Lancet, 2:669, 1931, 

6. Cottell, R. B.: J.A.M.A., 107:2011, 1936. 

J. Gass, O. C.: J. Tenn. State M,. A., 39:7, 
July, 1946. ? 

8. Smith, T. E.: J.A.M.A., 121, 495, February, 
1943, 

9. Ewing, J.: 
Saunders, 1940. 


13:720, 


Neoplastic Diseases, W. B 


(Vol. 7, No. 4) AUGUST 1956 


10. Hayes, M. A.: Am. J. Surg., 77:363, 
March, 1949. 

11. Buie, L. A.: Practical Proctology, W, B. 
Saunders, 1937. 

12. Carstam, N.: Acta Chir. Scand., 92:71, 
1948-49, 

13. Bargen, J. A., and Sauer, W. G.: Clinics, 
October, 1944, p. 516. 

14. Buie, L. A.: Postgrad. Med., 5:177-183. 
March, 1949. 

15. Gockle: Arch. Vdk. Krank., 1896, 2. 461. 

16. Anchutz, M. G, C.: ibid. 1907, 3. 

17. Lieberman, William: Rev. of Gastroent., 
10:3, May-June, 1943. 
198 Linden Boulevard 


317 














Intussusception with 


Acute Appendicitis 


and Mesenteric Adenitis 


In approximately 95% of cases’ the 
etiology of intussusception in children 
is unknown, Many theories have been 
proposed: enlarged Peyer’s patches, 
neuromuscular dysfunction, infections, 
and diet changes. Of the 5% with 
demonstrable mechanical etiology 
Meckel’s diverticulum is the most com- 
mon etiologic factor. Intestinal polyps, 
lymphoma of bowel, duplication of ter- 
minal ileum, a nodule of ectopic pan- 
creatic tissue, fecaliths of the appendix, 
hemangiomas of bowel etc. represent 
less common mechanical causes of intus- 
susception.’ 

It has been observed by many oper- 
ators that there was also an association 
of mesenteric adenitis with intussus- 
ception.*:?* In 1921 Perrin and Lindsay® 
in a review of 400 cases suggested the 
association of mesenteric adenitis and 
intussusception. More recently Ware 
and Caffey’® in a series of 65 cases 
noted 14 had mesenteric adenitis. 

Pathology of the appendix associated 
with intussusception is rare. Cleland® 
and others noted intussusception follow- 
ing appendectomy while Forshall*, as 
an example, reported 7 cases of invagi- 
nation of the appendix into the cecum. 


LOUIS S. WEGRYN, M.D. 
STANLEY P. WEGRYN, M.D. 
Elizabeth, New Jersey 


In 1950 Rothe’? stated that no case 
of appendicitis with intussusception 
had ever been reported. In 1953 O. 
Sinani’® of Germany first described a 
patient with intussusception and ap- 
pendicitis. In the same year P. A. 
Sarofan™? of the U.S.S.R. reported a 
similar case. 

Until 1955 intussusception with ap- 
pendicitis and mesenteric adenitis had 
not been recorded in the literature. In 
that year however Bodmer’ in the Jour- 
nal of the Kansas Medical Society pre- 
sented a case of acute intussusception 
complicated by mesenteric lympho- 
adenitis, suppurative otitis media and 
sub-acute appendicitis. 

The following is believed to be the 
second reported case of intussusception 
with mesenteric adenitis and appendi- 
citis. 

Case Report A four year old white 
male was taken to his family physician 
with the complaints of: (1) abdominal 
pain, (2) vomiting, (3) slight diarrhea. 
The symptoms began less than 12 hours 
before visiting the physician and had 
been getting progressively worse. The 
pain described was peri-umbilical and 
constant. It was dull rather than sharp 
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and it did not radiate. The vomiting was 
not marked and had occurred two times. 
Each vomitus consisted of food recently 
eaten. 

During the twelve hours period the 
patient had a loose, not watery or 

The parents denied recent acute or 
chronic illness or any exposure to in- 
fectious disease. 

The patient never had any operative 
procedures. 

The patient had had immunizations 
against diphtheria, tetanus, pertussis 
and smallpox. 

The review of systems and the re- 
mainder of the history were non-con- 
tributory. 

Physical examination revealed a four 
year old well developed, well nourished 
boy in some discomfort. 

Abdomen: The abdomen was soft. 
There was minimal guarding and spasm. 
There was moderate tenderness at Mc- 
Burney’s area. There were no masses 
palpated and peristalsis was not hyper- 
active. There was no rebound tender- 
ness. The liver, spleen and kidney were 
not palpated. The bladder was not dis- 
tended. 

Rectal: There was tenderness in the 
right lower quadrant. There was no 
blood observed. 

There were no cervical nodes nor was 
there any upper respiratory infection. 

The remainder of the physical was 
non-contributory. 


The attending physician’s diagnosis 
was acute appendicitis. The patient was 
admitted to the hospital and a surgeon 
was notified. 


Laboratory data: RBC 4.3 million, 
HB 13.3 gm, WBC 9,600, urine negative. 

The attending surgeon reviewed the 
case and diagnosed acute appendicitis. 
The case was scheduled for immediate 
surgery. 


Under vinethene and ether the patient 
was anesthetized. A right para-rectus 
incision was made into the peritoneal 
cavity. It was noted by the operator 
that there were many mesenteric nodes 
palpable—ranging from 0.5 to 2.0 cm 
in diameter. On exposing the ileocecal 
region, it was apparent that the distal 
ileum and appendix had invaginated 
into the cecum to a length of 2 inches. 
At the margin of the intussusceptum 
were several large (2 cm) lymph glands. 
The intussusception was reduced manu- 
ally—exposing the appendix. The ap- 
pendix was approximately 7 cm in 
length, red, and glistening. The appendix 
was isolated, its base ligated and the 
appendix amputated. The surgical diag- 
nosis was acute appendicitis with mesen- 
teric adenitis and ileo-cecal intussuscep- 
tion. The appendicitis was confirmed by 
pathologic diagnosis. The post opera- 
tive course was uneventful and the 
patient has had no complaints since the 
operation (1 year). 


Discussion 


A rare case of ileo-cecal intussus- 
ception with mesenteric adenitis 
and acute appendicitis is presented. 
It is believed to be the second re- 
ported case. A review of the litera- 
ture is included. It is noted that the 
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history and physical were of little 
value in diagnosing the intussuscep- 
tion and mesenteric adenitis: there 
was no mass palpated, no Dance’s 
sign, no blood-tinged stool; nor was 
there a history of a_ preceding 
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upper respiratory infection as may 
be found prior to appendicitis, 
mesenteric adenitis and intussus- 
ception.’ It is hoped that this case 





may point out a diagnostic problem 
and be of some value in the long 
range study of the etiology of intus- 
susception in children. 
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Body Fluids 
and Electrolytes 


Significance of the Milliequivalent and the Biochemistry 


THE MILLIEQUIVALENT 


Definition and Derivation The term 
“equivalent” refers to the chemist’s 
equivalent weight. An equivalent weight 
is a combining weight. As shown in 
Table I, it is the amount of an element 
that will combine with 8 grams of 
oxygen, or 1.008 grams of hydrogen. 








Table | 
Reactions Showing Basis of 
Combining or Equivalent Weights 
(1) 2H* + enemiggtiO 
2(lgm) + 1l6égm——pyI8 gm 
|gm + 8gm——_$—>_ 9 gm 
(2) H* + Cl————_p»HCl 
| gm + 35.5 gm 36.5 gm 
(3) Na* + Cl —yeNaCl 
23 gm + 35.5 gm 58.5 gm 








In the system set up, oxygen was taken 
as the reference element, since oxygen 
combines with so many other elements. 
The quantity, 8 grams, was adopted as 
the reference quantity because this is the 
amount that combines with a quantity 
of hydrogen that is close to one. Actually 
the combining weight or equivalent, of 
hydrogen is 1.008 grams in exact terms, 
but for practical purposes the small deci- 
mal may be dropped. 
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JOSEPH H. ROE, Ph.D., 
Washington, D. C. 


With a definition of the combining, 
or equivalent weights, of oxygen and 
hydrogen agreed upon, the equivalent 
weights of other elements were readily 
established. Thus, as shown in the 
second equation in Table I, 35.5 is the 
equivalent weight of chlorine because 
this is the amount that combines with 
one equivalent of hydrogen to form 
hydrochloric acid. In the third equa- 
tion of Table I, it is shown that an 
equivalent of sodium is 23 grams be- 
cause this is the amount that combines 
with an equivalent of chlorine, 35.5 
grams. 

From the three examples shown in 
Table I the rule for calculating equiva- 
lents becomes clear. The quantities 
representing the equivalent weights of 
hydrogen, oxygen, sodium and chlorine, 
namely 1, 8, 23 and 35.5, respectively, 
all are derived by dividing the atomic 
weight of the element involved by its 


valence. These values are chemical 
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equivalents in the sense that they are 
the amounts that would be used up in a 
chemical reaction with each other or 
with an equivalent of any other element. 

A milliequivalent is one-thousandth 
of an equivalent. It is a unit that is used 
to express the concentration of the ions 
of electrolytes in tissue fluids. An ion 
is a charged particle, either positive or 
negative, formed by the dissociation of 
an electrolyte in solution. Positive ions 
are called cations because they migrate 
to the cathode in an electrical field; and 
negative ions are called anions because 
they move towards the anode. The milli- 
equivalent system was adopted by the 
biologist because it shows the quantita- 
tive relationships amongst the ions in 
tissue fluids. It is well suited to ex- 
pressing the ionic concentrations in body 
fluids as it is a unit that yields figures 
of convenient proportions. 

The derivation of the milliequivalent 
is explained in Table II. 








Table Il 
DERIVATION OF THE MILLIEQUIVALENT 
Milli- 
Atomic Val- — Equiv- equiv- 
lon Weight ence alent alent 
Na) .;. 2523 I 23 23 
Ri rdkeds ies 39 | 39 39 
Cae 40 2 20 20 
Mg .... 24 2 12 12 
Cl . 355 | 35.5 355 
Seer 32 2 16 16 
Pree oot « 31 1.8* 17.2 17.2 
CO: _ _ 22.4# 22.4 














*The value, 1.8, for the valence, or combin- 
ing power, of phosphorus is used because in 
extracellular fluid 20 per cent of the phosphate 
present contains | equivalent of base (B H2POx) 
and 80 per cent contains 2 equivalents of base 
(Bz HPO«). This value is derived as follows: 
(1X 0.2) + (2 X 0.8) = 1.8. The value, 1.8, 
is used because it reflects most closely the 
combining power of phosphorus with base in 
extracellular fluid. 


# The volume of one equivalent (1 mole) 
of COx under standard conditions is 22.4 liters. 
A milliequivalent of COsz, in terms of volume, 
is, therefore, 22.4 cc. This value is used in 
converting volumes per cent of COs (COz- 
combining power) to milliequivalents per liter. 


The data in the fourth column of this 
table are chemical equivalents. They are 
values obtained by dividing the atomic 
weight of each element by its valence. 
In the fifth column, the values are milli- 
equivalents. They are the same as those 
in the fourth column because milli- 
equivalents are expressed in milligrams. 
Since equivalents are values that are 
expressed in grams, the milliequivalent, 
which is the 1/1000th part of an equiva- 
lent, corresponds to the milligram, which 
is the 1/1000th part of a gram. 

Using further the data of Table II, it 
is clear that for sodium, 1 milliequiva- 
lent is 23 milligrams, 2 milliequivalents 
is 46 milligrams, 3 milliequivalents is 69 
milligrams; similarly, for chlorine, 1 
milliequivalent is 35.5 milligrams, 2 
milliequivalents is 71 milligrams and 3 
milliequivalents is 106.5 milligrams. 
Now in considering the electrolyte pat- 
tern of body fluids the physician is in- 
terested in the relative numbers, not 
weights, of the ions present. This rela- 
tionship is what the milliequivalent sys- 
tem provides. It does away with the 
cumbersome weight values of ions, which 
differ widely, and introduces a method 
by which a direct comparison of the 
numbers of ions of the different ele- 
ments present is made. For example, it 
is easier and more meaningful to realize 
that sodium and chloride ions are 
present in a sodium chloride solution 
in a ratio of 1 to 1, which is true in the 
milliequivalent system, than to state 
that these ions are present in a ratio of 
23 to 35, expressed as weight values. 
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Advantages of the Milliequiva- 
lent System The advantage of ex- 
pressing analytical values for electro- 
lytes in milliequivalents is illustrated by 
Table III. 

In this table are shown the values for 
the cations and anions in blood plasma 
in milligrams per cent and in milliequi- 
valents per liter. The importance of the 
milliequivalent system is that it shows 
the relative amount of each ion present 
and the balance between the anions and 
cations. Thus, the milliequivalent values, 
143, 5, 5 and 2 show the relative im- 
portance of Na, K, Ca, and Mg, respec- 
tively, as basic ions; the corresponding 
milligrams per cent values, namely, 330, 
20, 10 and 3, do not show the true acid- 
covering capacities of these ions, Simi- 
larly, the true base-covering capacity of 
bicarbonate, chloride, phosphate, sul- 
fate, organic acids, and protein ions, is 
represented by the milliequivalent num- 
bers, 27, 103, 2, 1, 6 and 16, respectively, 
and not by the corresponding milligrams 








Table Ill 
The Electrolyte Content of Blood Plasma 
Expressed As Milligrams Per Cent and 
Milliequivalents Per Liter 

Milli- 

Milli- equiva- 

grams __lents 

Per Per 

Cations Cent Liter 
MCAT erie 2s iecpinw tenis OS 330 143 
MGRASSHAN 6a 5.ci5.<icidis n.arare S000 20 5 
RSSI CTU ica os ow wistelainieca d oie 10 5 
WSN OSL, case's o's 6s Sivepe 52 3 Z 
MONA The. oesacoie is ora eaciees 363 155 

Anions 

BIGATOOH ETO re sveic 9.210 ores. eke. 60 27 
ROO ois. 4G aceite 365 103 
PROMS IE ois vice ae ossia ace ate 3 2 
TONG sacs Fos shies Haas wees 2 | 
ONGUNICCACIGS: sissy 's0.00 18 6 
PAOIROTO) 55 a )are ootne.e oss 7000 16 
UGTA eh oe Sees 7448 155 
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per cent values. Likewise, with the milli- 
equivalent system the total cation and 
anion values are shown to be the same, 
155 milliequivalents per liter in each 
case, hence electrolyte balance exists. 
The latter balance is not indicated by the 
total milligrams per cent values, which 
are 359 for cations and 7448 for anions. 

Conversion of Data To convert 
milligrams per cent to milliequivalents 
per liter, one uses the data shown in 


Table IV. 


Table IV 





TO CONVERT MG. PER CENT TO M.EQ. 
PER LITER 





1. Multiply Mg. per cent by 10. 

2. Divide by | M.Eq. which is the Atomic 
Weight divided by the Valence. 
Mg.% X 10 Mg.% X 10 XValence 


At. Wt. 





At. Wt. 





Valence 











To convert the number of milligrams 
in 100 ce. to the number of milligrams in 
1000 ce., or 1 liter, one multiplies by 10. 
The value obtained is then divided by the 
number of milligrams in one milliequiva- 
lent, which is found by dividing the 
atomic weight of the element by its 
valence. In brief, then, blood chemistry 
values ordinarily expressed as mg. per 
cent are converted into milliequivalents 
per liter by multiplying the mg. per cent 
value by 10 times the valence and divid- 
ing by the atomic weight. To convert 
milliequivalents per liter to milligrams 
per cent, the calculation is reversed. 
For convenience in calculation, the labo- 
ratory uses a conversion factor, which 
is derived as shown in Table V. 

To obtain a factor for shortening the 
calculation, one multiplies 10 by the 
valence divided by the atomic weight. 
This gives a factor with which the mg. 
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Table V 





DERIVATION OF CONVERSION. FACTOR 
Formula: Mg. per cent X 10 X Valence 











At. Wt. 
Factor: 10 X Valence 
At. Wt. 
Examples: 
For Na: 10 X | 
— = 0.435 
23 
ForCa: 10 X 2 
=o == 0,5 
40 











per cent value is multiplied. Thus, for 
sodium, the factor, 0.435, is obtained by 
multiplying 10 by one divided by 23; 
for calcium, the factor, 0.5, is obtained 
by multiplying 10 by 2 divided by 40. 

Calculation of Electrolyte Deficit 
To illustrate the application of the milli- 
equivalent system, the following problem 
in the calculation of the electrolyte re- 
placement will be solved. A patient, 
weighing 154 lbs., was found to have a 
plasma Na level of 130 M.Eq. per liter. 
Calculate the grams of NaCl needed to 
repair the extracellular fluid deficit. 

First one divides 154 by 2.2, which 
gives 70, the weight of the patient in 
kilograms. Since the extracellular fluid 
is approximately 20 per cent of the body 
weight, 70 times 0.20 equals 14 the num- 
ber of kilograms, or liters, of extracellu- 
lar fluid that is to be repaired. Each 
liter of fluid to be repaired needs 142 
minus 130, or 12 milliequivalents of 
sodium. Multiplying 12, the deficit per 
liter, by 14, the number of liters that 
need repair, one gets 168, the number of 
milliequivalents of Na needed to repair 
the total deficit. If this deficit is made 
up by giving NaCl, one multiplies 168 
by 58, the weight in milligrams of one 
milliequivalent of NaCl; this gives 9744 
mg. or 9.74 gms. 





BIOCHEMISTRY OF BODY FLUIDS 


The body water originates from the 
water intake and the water formed by 
oxidation of foods. The normal intake 
is 2500 to 3500 cc. per day, or about 1 
cc. per Calorie of heat output. The out- 
put under normal and pathological con- 
ditions is shown in Table VI. 





Table VI 
WATER OUTPUT 

Normal Pathological 
ASSAD osd0% 625 ou 600-1800 3,000-15,000 
NBII S oc sans 150 500- 5,000 
PAINGS® 2. os 3's 500 1,000- 2,000 
Sweat Glands... 500 1,000- 2,000 
Vomiting ..... —— 100- 5,000 
G.|. Fistula ... 3 — 100- 5,000 











The amount of water in the human body 
varies from 42 to 72 per cent of the 
body weight.’’* The relative amount of 
body water depends upon age, sex, and 
the amount of body fat. The ratio of 
the weight of the body water to the total 
body weight varies inversely with the fat 
content. Lean subjects have a high per- 
centage of body water in relation to body 
weight; and fat subjects have a low per 
cent of body water in relation to total 
body weight. 

The Fluid Compartments In the 
animal body, water is distributed be- 
tween two fluid areas, the extracellular 
and the intracellular 
These two compartments are distinct 
and chemically. Their 
existence is due to the presence of an 
active, selective cell membrane which 
maintains different chemical and physio- 
logical characteristics in the two fluid 
areas, The extracellular compartment is 
subdivided into the plasma and the in- 
terstitial fluid. Plasma and interstitial 
fluid are separated anatomically by the 
thin, non-selective capillary membrane 


compartments. 


anatomically 
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through which water and inorganic con- 
stituents diffuse freely from one com- 
partment to the other; hence the fluids 
in these two compartments are similar 
in electrolyte composition. The fluids 
in the intracellular and extracellular 
compartments are isosmolar but their 
electrolyte patterns vary widely. 

In the absence of measurements, the 
weight of the total body water is gener- 
ally assumed to be 60 per cent of the 
body weight. Convenient approxima- 
tions of the distribution of plasma, in- 
terstitial fluid and intracellular fluid are 
5, 15 and 40 per cent of the total body 
weight, respectively. 

Measurement of Fluid Compart- 
ments The reality of the fluid areas of 
the body has been well established by 
laboratory measurements. The measure- 
ment of these areas has been accom- 
plished by methods that will now be dis- 
cussed. 

A. Measurement of the Total Body Water 

The total body water is measured by 
injecting intravenously a compound that 
is highly soluble in water, readily pene- 
trates all cell membranes, and rapidly 
establishes an equilibrium concentration 
in all fluid compartments. Substances 
that have been used are deuterium oxide 


(heavy water)** °° tritium oxide 
(radioactive water)” * antipyrine,® and 
N-acetyl-4-aminoantipyrine.’° _ Dessica- 


tion techniques have also been used to 
determine the total body water. Where 
comparative studies have been made, the 
data obtained by methods in which test 
substances were injected into the body 
have agreed well with the results ob- 
tained by dessication, which, on a theo- 
retical basis, should yield a true value. 
N-acetyl-4-aminoantipyrine would 
seem to be the ideal test substance for 
measuring total body water since it is 
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not bound to plasma proteins and is not 
metabolized’®. Antipyrine is bound to 
plasma proteins to the extent of about 
10 per cent and is metabolized slightly’®. 
The use of the isotopes of hydrogen 
(deuterium and tritium) necessitates 
more difficult techniques and is also 
subject to the objection that these ele- 
ments exchange slowly with the hydro- 
gen of body compounds. 

B. Measurement of Plasma Volume 

To measure the plasma volume, test 
substances have been selected which exist 
in the form of large molecules or large 
particles, such as the dye, Evans Blue 
or T-1824,'' plasma albumin labeled 
with radioactive iodine,’ and red cells 
labeled with radicactive iron,’* or phos- 
phorus,’* or chromium.'® These sub- 
stances, because of their large particle 
size, are well suited to measure the vol- 
lume of the compartment from which 
they escape very slowly, or not at all, 
and in which they equilibrate fairly 
rapidly. 

The dye injection method is on a 
sound basis and, when carefully carried 
out, gives results that are reasonably 
accurate and are useful. 

The radioactive iron method is limited 
by the requirement that it must be in- 
jected into volunteer donors to become 
incorporated into the red cells. This is 
a disadvantage to which is added the 
further technical difficulty of blood 
matching. Radio active phosphorus 
may be incorporated into the subjects 
own red cells in vitro. However, this 
technical advantage is offset by the fact 
that radiophosphate in red cells ex- 
changes with the plasma, causing the 
radioactivity of the red cells to fall sig- 
nificantly in one to three hours. Radio- 
active chromium has the advantage that 
it can be rapidly incorporated in vitro 
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into the subject’s own red cells and it 
does not exchange with plasma; the red 
cells retain their activity for 24 hours 
without significant loss to the plasma. 
The half-life of radioactive chromium 
(Cr°') is 26.5 days. The use of radio- 
active chromium for the determination 
of red cell volume, combined with the 
use of the hematocrit, is generally con- 
sidered as the most reliable methodology 
for measuring the total blood volume. 
C. Measurement of the Extracellular 
Fluid Volume 

The extracellular fluid includes the 
blood plasma, the interstitial fluid, the 
cerebrospinal fluid, and water in the 
intestinal tract, glandular lumina and 
bone matrix. Test substances that can 
be injected into the blood stream and 
used to measure the extracellular fluid 
volume must have special qualities. The 
ideal test substance for this purpose must 
be readily diffusible through the capil- 
lary walls so that equilibration between 
plasma and interstitial fluid may take 
place rapidly. It should have a slow rate 
of diffusion through the cell membrane 
in order that measurement of its dis- 
tribution in the extracellular fluid can be 
made without error due to penetration 
into the intracellular area. It must be 
non-toxic and it should undergo little 
or no metabolic transformation in the 
tissues.” 

For the measurement of extracellular 
fluid volume a number of test substances 
and techniques have been used. The 
principal test substances that have been 
used, and values reported by different 
investigators, taken from the review of 
Levitt and Gaudino,® and the reports of 
Cardoza’® and Walser et al,7 are shown 
in Table VII. 

Of the test substances in Table VII, 
inulin, thiosulfate, and radiosulfate gave 





Table Vil 











Test Substances Used and Values Reported 
By Different Investigators for the Determina- 
tion Of Extracellular Fluid Volume in Man 
Test Substance Per Cent Body Weight 
LRT aie ee 16, 15, 16 

DUGTOSO: 6.660% 3 20, 19 

Mannitol ...... 23, 18, 16 

Chloride ie syin sie 18 

Bromide ....... 27,23 

eae 20, 24 

ee TT ee 26, 26, 26 

Thiocyanate ....22 to 27 

Thiosulfate ..... 16 (Cardoza and Edelman) 
Radiosulfate ...16 (Walser et al) 











the lowest values. These values are con- 
sidered a true measure of the extracellu- 
lar fluid. The other substances in Table 
VII, apparently either penetrate slightly 
the cell membrane or are metabolized 
to some extent; consequently they yield 
data that are considered higher than the 
true values. 

There are technical difficulties in the 
use of the substances in Table VII, and 
they may not be applied in certain 
pathological states. The problem in 
measuring extracellular fluid volume is 
to obtain equilibration of the injected 


_ substance between the plasma and the 


interstitial fluid without penetration of 
the cell membrane. In edematous pa- 
tients equilibration did not occur in 24 
hours with inulin in peripheral edema 
due to congestive heart failure, and in 
ascites.'*  Radiosulfate equilibration 
occurs in 20 minutes in normal sub- 
jects,’” but a 5-hour equilibration period 
with this substance was required in 
ascites.’® Radiosulfate appeared to give 
correct results in severely dehydrated 
patients and in ascites.’° Recently 
Walser, Duffy and Griffith”? reported 
good results with radiosulfate in measur- 
ing the extracellular fluid in congestive 
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heart failure without edema, 

The thiosulfate method of measuring 
extracellular fluid volume appears to 
have important advantages. It involves 
a single rapid injection of test sub- 
stances and the collection of several small 
samples of blood over a short period 
of time. The analytical method for 
Na.S.0, determination is simple and 
rapid. With 6 normal human subjects 
Cardoza and Edelman’® obtained an 
average value for thiosulfate space of 
16.6 per cent of the body weight. The 
values for extracellular fluid they ob- 
tained in patients with fever were in the 
normal range. These authors found the 
value for the extracellular fluid volume 
in edematous patients (21 to 28 per 
cent of body weight) was compatible 
with the increases in weight and the 
clinical estimates of edema fluid. 

D. The Intracellular Fluid Volume 

To obtain a value for the intracellular 
fluid volume, one takes the difference 
between the values for the total body 
water and the extracellular fluid. The 
average of reported values for normal 
human subjects, by methods 
sidered specific, for total body water and 
extracellular fluid are around 50 and 16 
per cent; these data, therefore, indicate 
that the intracellular fluid in the normal 
human subject is approximately 34 
per cent of the body weight. 


con- 


WATER PASSAGE THROUGH 
THE BODY 


In the movement of water through the 
body, osmotic pressure has a dominant 
role. In living tissues osmosis is the 
passage of water through a semiper- 
meable membrane, the direction of flow 
being from the less concentrated to the 
more concentrated solution. It is impor- 
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tant to keep in mind that in osmosis the 
direction of greater flow is from the 
hypotonic to the hypertonic area. It 
should be remembered also _ that 
osmotic pressure is directly propor- 
osmotic pressure as a molecule, or a 
ticles in a solution. An ion has the same 
osmotic pressure as a molecule, or a 
colloidal particle; and an electrolyte that 
dissociates completely has twice the 
osmotic pressure of a non-electrolyte 
which does not dissociate. 

Water is absorbed from the intestinal 
tract from a solution that is isotonic or 
hypotonic to the blood. A hypertonic 
solution in the intestinal tract causes a 
reverse flow, or excretion of water, into 
the lumen of the intestine. 

Having gained entrance into the blood 
stream, water is transferred from the 
plasma of arterial blood into the inter- 
stitial compartment by the driving force 
of hydrostatic pressure arising from the 
contractions of the heart. 

On the arterial side of the blood capil- 
laries the hydrostatic pressure ranges 
from around 70 to 120 mm. of Hg. The 
osmotic pressure of the blood, due to the 
plasma proteins and electrolytes, oper- 
ates as back pressure, resisting the pas- 
sage of water from the blood vessels. 
The osmotic pressure of blood ranges 
around 30 mm. of Hg. There is also some 
back pressure produced by compression 
of tissues surrounding the capillaries 
which amounts to 10 to 20 mm. of Hg. 
With a forward pressure of 70 to 120 
mm. of Hg. and a back pressure of 
approximately 50 mm. of Hg., there is a 
positive gradient of 20 to 70 mm. of 
hydrostatic pressure, which drives the 
water into the interstitial spaces. Farther 
along in the capillaries the hydrostatic 
pressure and the back pressure become 
equal; here water passes at the same 
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rate in each direction through the capil- 
lary walls. On the venous side of the 
capillaries the pressure gradient is re- 
versed. The back pressure due to 
osmotic force and tissue compression be- 
comes greater than the pressure from the 
heart beat; consequently water diffuses 
actively from the interstitial spaces into 
the venules and thus water is returned 
to the blood circulatory system. 

The lymphatic system also contributes 
to the return of water, with channel 
space and by the osmotic pressure of the 
proteins and electrolytes in the lymph. 

The movement of water from the in- 
terstitial into the intracellular compart- 
ment under normal conditions is largely 
a simple diffusion process, since the total 
ionic concentrations of the. interstitial 
and intracellular fluids are approxi- 
mately equal and hence these fluids are 
isosmolar. The principal factor main- 
taining exchange of water between the 
interstitial and intraceltular compart- 
ments is, therefore, the diffusibility of 
water due to the kinetic energy of its 
molecules. 

_ The excretion of water and electrolytes 

through the kidneys involves some very 
interesting physiology. The kidney is 
much more than an excretory organ. It 
not only serves to excrete water, un- 
needed metabolites, and end-products of 
metabolism, but it also functions as the 
architect of the electrolyte-pattern of the 
plasma directly and the interstitial fluid 
indirectly. 

With respect to water balance the kid- 
ney functions as follows. When glo- 
merular filtrate enters the proximal renal 
tubule, inorganic ions are reabsorbed 
into the interstitial fluid surrounding the 
tubule, in proportion to the need to 
maintain normal plasma electrolyte con- 


centration. Some sugar, urea, amino 





acids, and other metabolites, are also re- 
absorbed from the proximal tubule. This 
reabsorption of ions and metabolites 
from glomerular filtrate makes the latter 
hypotonic with respect to the surround- 
ing interstitial fluid, consequently water 
passes by osmosis from the proximal 
tubule into the peritubular space. From 
the peritubular space water readily 
passes into the venous capillaries by 
further operation of the principle of 
osmosis, the peritubular fluid being 
hypotonic to the venous blood. The lat- 
ter has an effective osmotic pressure be- 
cause of its protein and electrolyte con- 
Thus, water is returned through 
the operation of the principle of osmosis, 


tent. 


the sites of greatest reabsorption being 
the proximal tubule and the thin segment 
of Henle’s loop. 

The adrenal cortical hormones pro- 
mote the reabsorption of sodium and 
thus assist in water transfer from the 
proximal tubule. Current understanding 
of renal physiology places the reabsorp- 
tion of water from the proximal tubule 
and thin segment at about 85 per cent 
of the total. This reabsorption is called 
“obligatory” since it is determined and 
controlled by prior absorption of solutes 
from the proximal tubule. 

Further reabsorption of water takes 
place in the distal segment of the tubules 
under the directing influence of vaso- 
pressin, the anti-diuretic hormone of the 
posterior pituitary gland. This stage of 
reabsorption amounts to 10 to 15 per 
cent of the total. About one per cent 
of the glomerular fluid is excreted as 
urine. 

Evidence has been obtained which 
strongly suggests that there is an “osmo- 
receptor” center in the hypothalamus 
that is sensitive to the osmotic pressure 
of the perfusing blood. Injection of 
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hypertonic solutions into the carotid 
artery of dogs produced an oliguric re- 
sponse and increased the urinary output 
of anti-diuretic hormore.”” 2? Similar 
injections of hypertonic solutions into 
the femoral artery failed to produce an 
anti-diuretic response but, on the con- 
trary, resulted in a diuresis.?* 

There is also some evidence for the 
existence of a “volume receptor” center 
in the cerebrum, which is sensitive to the 
volume of body fluids: An increase in 
the volume of body fluids suppresses the 
production of anti-diuretic hormone and 
a decrease in body fluids results in 2 
stimulation of the secretion of anti- 
diuretic hormone. The evidence for an 
“osmoreceptor center” is on a sounder 
basis than that for a “volume receptor” 
center, 


THE ELECTROLYTE PATTERN OF 
BODY FLUIDS 


The inorganic composition of the 
extracellular fluid of land animals bears 
considerable resemblance to that of sea 
water, The same anions and cations are 
found in extracellular fluid as in sea 
water and these ions are present in 
essentially the same proportions. Quanti- 
tatively, the ionic concentrations of the 
two fluids differ considerably: Sea water 
has a total concentration of the ions 
found in the extracellular fluid of 
animals of 600 to 1200 milliequivalents 
per liter, which is 4 to 8 times the con- 
centration of electrolytes in extracellular 
fluid. Sea water is also buffered by a 
carbonic acid-bicarbonate system. These 
qualitative similarities seem too great to 
be accidental. They are the basis for the 
hypothesis proposed by Macallum et al?* 
that land animals originated in the sea. 
In emerging from the sea, however, the 
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vertebrate had to develop some remark- 
able new adaptations. 

Evolution has designed the modern 
animal so that the tissues still carry out 
their functions in an aqueous environ- 
ment, but the area of operation of the 
cells has been greatly diminished. The 
extracellular fluid of the animal may 
thus be considered as the functional area 
that corresponds to what was once the 
sea. Obviously an elaborate system had 
to be developed. With respect to fluid 
and electrolyte balance, this necessi- 
tated the development of a circulatory 
system and a heart to pump fluid through 
this system: a physicochemical system 
that brings about a return of fluids to 
the vascular compartment; a kidney, to 
regulate the level of inorganic com- 
ponents in the extracellular fluids, to 
conserve water, and to excrete waste 
products; a system of compartmentaliza- 
tion of fluids, with a readily permeable 
barrier between the extracellular com- 
partments and a less permeable barrier 
between the extracellular and the intra- 
cellular areas; and a remarkable adap- 
tation of physicochemical principles to 
physiological activity. 

The capillary wall is completely per- 
meable to the inorganic ions of extracel- 
lular fluid; these ions, therefore, tend to 
distribute themselves uniformly between 
plasma and interstitial fluid. A slightly 
lower concentration of anions other than 
protein occurs in plasma because of the 
Donnan equilibrium effect of the non- 
diffusible protein ions. For the same 
reason a slightly higher concentration of 
cations is present on the plasma side of 
the membrane. However, the Donnan 
equilibrium effect is small and for prac- 
tical purposes the electrolyte patterns of 
plasma and interstitial fluid are con- 
sidered as very nearly the same. 
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Sodium is the principal cation in the 
extracellular fluid. The concentration 
of this ion, 142 M.Eq. per liter, has a 
regulatory influence upon the volume 
of fluid in the extracellular space. Ex- 
cesses of sodium in the extracellular 
fluid cause overhydration and may pro- 
duce edema while a lowering of the 
sodium level produces a decrease in ex- 
tracellular fluid with dehydration of the 
tissues. 

The potassium level of extracellular 
fluid, 5 M.Eq. per liter, is comparatively 
low and the maintenance of this level is 
extremely important. A low potassium 
level lowers irritability and response of 
muscle, leading to paralysis and col- 
lapse, if severe, while potassium excess 
in extracellular fluid is dangerous in that, 
if high enough, it will cause heart block. 

Calcium and magnesium are present 
in plasma and interstitial fluid in con- 
centrations of approximately 5 and 3 
M.Eq. per liter, respectively. These 
levels are essentially the same in each 
fluid since these ions readily penetrate 
the capillary membrane. 

The principal anions of the extracellu- 
lar fluid are the chloride and bicarbon- 
ate ions. The concentrations in M.Eq. 
per liter are 103 for chloride and 27 for 
bicarbonate. The bicarbonate ion con- 
centration is increased to cover excesses 
of sodium, when excesses of the latter 
occur in the extracellular fluid, a change 
that aids in maintaining acid-base bal- 
ance. 

The level of bicarbonate increases 
when there are losses of chloride ion, 
and decreases when there are excesses of 
chloride ion present, a reversibly shift- 
ing mechanism that assists in maintain- 
ing ionic balance. The level of the 
chloride ion is dependent upon the 
sodium ion concentration and is thus af- 





fected indirectly by the adrenal cortex 
hormones. 

The electrolyte composition of intra- 
cellular fluid differs markedly from that 
of extracellular fluid. The principal 
cations are potassium and magnesium 
and the chief anions, other than protein, 
are phosphate and bicarbonate. The 
protein content of intracellular fluid is 
about three times that of plasma and 
many times that of interstitial fluid. 

The potassium ion occupies as promi- 
nent a place quantitatively in intracellu- 
lar fluid as the sodium ion does in extra- 
cellular fluid. Sodium was once con- 
sidered as unable to penetrate the cell 
membrane but it is now recognized that 
the sodium ion has a small intracellular 
occurrence. The pH of intracellular 
fluid keeps constant and is about the 
same as that of the surrounding extra- 
cellular fluid. 

Considerable resilience is possessed 
by the physico-chemical systems that 
handle body fluids. The flexibility and 
recoverability of these systems, when af- 
fected by adverse circumstances, are re- 
markable. It is a challenge to the physi- 
cian to understand the physiological 
principles involved in maintaining fluid 
and electrolyte balance and to apply 
these principles to the care of patients 
whose disease or circumstances have 
produced in them water and electrolyte 
imbalance, 
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EDITORIAL 


Education of 
the General Practitioner 


The proctologist should seek every 
opportunity to teach the general practi- 
tioner the technic of sigmoidoscopy, and 
the diagnostic understanding resulting 
from observations during sigmoidoscopy. 

The general practitioner can best de- 
velop his understanding and skill in proc- 
tology by observation at the time of 
examination (and operation where in- 
dicated) of each patient that he refers to 
the proctologist. 

The average general practitioner does 
not have the time or the opportunity to 
attend a proctologic clinic. There are 
few such clinics, in any event. However, 
the referring physician is anxious to 
obtain the very best possible care for his 
patient, and will attend at the time his 
patient is examined by the proctologist. 
Thus, we have an unparalleled oppor- 
tunity for the teaching of diagnostic 
proctology at that time. 

The referring physician should also 
be given an opportunity to either assist 
or observe (or look after the medical 
needs) at the time of operation upon 
the referred patient. This is again a 
major opportunity for the teaching of 
proctology to the general practitioner. 


Even though he may never wish to per- 
form such surgery, the general prac- 
titioner will become aware of the extent 
of the surgical procedures, the anatomy 
of the involved region, and the needs of 
the patient during the period of surgical 
and medical after-care. 

It is during this period of after-care 
that the general practitioner again can 
play an important role in the manage- 
ment of the patient, and in the study of 
proctologic technics and procedures. The 
immediate post-operative period (24 to 
48 hours) requires good medical man- 
agement as well as surgical care. The 
referring physician plays an important 
part during this time in maintaining the 
morale of the patient, as well as in pro- 
viding for his medical needs. 

During the latter part of the extended 
post-operative course of healing (1 to 3 
months), the referring physician may 
take over the major care of the patient. 
At this time it is only necessary for the 
proctologist to see the patient once every 
two weeks, (during the normal course 
of events), while the referring physician 
would see the patient on alternate days 
—three times a week. The general prac- 
titioner is best qualified to manage the 
medical needs of the patient during that 
time, 
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There may be a secondary anemia re- 
yuiring care, general supportive meas- 
ures to improve the patient’s resistance 
or rate of healing, etc. These are pri- 
marily medical problems, and are best 
handled by the family doctor who knows 
the patient’s full background and his- 
tory, as well as the patient’s usual re- 
sponse to a disease process. This care 
is fully as valuable to the patient as the 
technical skill of the surgeon. 

A fundamental objective of the Inter- 
national Academy of Proctology is the 
teaching of proctology to the general 
practitioner. The opportunity for in- 
dividual teaching of the family doctor 
must not be overlooked. It is a major 
avenue for the transmission of proc- 
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the key. 
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tologic information and skills to the 
family physician. 

The family physician who observes 
during sigmoidoscopy, and learns that 
an unexpected malignancy may be dis- 
covered at a higher level, in the presence 
of an obvious source of bleeding such 
as hemorrhoids, will be better prepared 
to examine and advise all subsequent 
proctologic patients in his practice. 

The general practitioner who observes 
(or assists) during surgery, and takes 
over part of the post-operative care of 
his patient, will be a better physician in 
every respect, and will certainly have a 
deeper understanding of the surgical, 
physiological and emotional implica- 


A. §..C. 


tions of proctology surgery. 


A Fellowship Key of 10K Gold, as illustrated, is now available to 
Fellows of the International Academy of Proctology. 


Applications for the Fellowship Key should be made to the office 
of the Secretary, 147-41 Sanford Avenue, Flushing 55, N. Y. 


A check in the amount of $15.00 should accompany the order for 
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BOOK REVIEWS FOR PROCTOLOGISTS. 


PRINCIPLES OF INTERNAL MEDICINE by 
Editors: T. 8. Harrison; Raymond D. Adams; 
Paul B. Beeson; William H. Resnik; George 
W. Thorn; M. M. Wintrobe. Dr. T. R. 
Harrison, A.B., M.D., Professor of Medicine, 
Medical College of Alabama, Birmingham, 
Alabama; Raymond D. Adams, B.A., M.A., 
M.D., Bullard Professor of Neuropathology, 
Harvard Medical School; Chief of Neurology 
Service and Neuropathologist, Massachusetts 
General Hospital, Boston, Mass.; Paul B. 
Beeson, M.D., C.M., Ensign Professor of 
Medicine, Yale University School of Medi- 
cine, ‘New Haven, Conn.; William H. Resnik, 
Ph.B., M.D., Stamford, Conn., Associate 
Clinical Professor of Medicine, Yale Univer- 
sity School of Medicine; Attending Physician, 
Grace-New Haven Community (University 
Service) Hospital, New Haven, Conn.; 
George W. Thorn, M.D., M.A. (Hon.) LL.D. 
(Hon.), Sc.D. (Hon.), Hersey Professor of 
the Theory and Practice of Physic, Harvard 
Medical School; Physician-in-Chief, Peter 
Bent Brigham Hospital, Boston, Mass.; M. M. 
Wintrobe, B.A., M.D., B.Sc. (Med.) Ph.D., 
Professor and Head, Department of Medi- 
cine, University of Utah College of Medicine, 
Salt Lake City, Utah. The Blakiston Division, 
McGraw-Hill Book Company, Inc., New York, 


Toronto, London, 1954, 1790 pages; 207 
Figures, 149 Tables, Price $16.00, Second 
Edition. 


There has been considerable rewriting in 
the second edition of this very excellent and 
fundamental text book. The chapter dealing 
with the basic mechanisms of disease have 
been extensively revised, as have some of the 
chapters dealing with specific diseases. 

The writing and format are particularly 
suitable for the medical student. The introduc- 
tory material presents the physician-patient 
relationship in broad outline. 

This reviewer is particularly impressed by 
the new section, “The Care of The Patient”. 
Here we find the general principles of therapy 
that will be useful to the physician in treat- 
ing the very ill patient, regardless of the 
cause of his diseas. 

The text is very well edited, and very com- 
plete. There is much material here that is not 
to be found in the average general medical 
text book. 

It is recommended not only to the medical 
student but to the practicing physician. 


REVIEW OF SURGICAL FORUM, etc. Volume 
4, 752 pages—W. B, Saunders Company, 
This is the 1953 Surgical Forum Volume 

of the American College of Surgeons. This 

annual presentation of major investigations 


by young surgeons is an excellent contribu- 
tion to the surgical literature. 

There is much of interest for each surgeon, 
and for the surgical specialist. The general 
background information will be useful to 
every surgeon, regardless of his specialty. 

Of special importance to the proctologist 
is the group of papers on the esophagus, 
stomach and intestine, excellent material on 
the liver and pancreas, the very unusual 
papers on shock, nutrition and electrolytes, 
plasma expanders, and the general material 
on wounds, infections, antibiotics and anes- 
thesia. 

It must be stressed that these are all 
fundamental papers from the surgical re- 
search laboratory. They will provide the 
reader with basic knowledge of the physiologic 
fundamentals of surgery. 

The application of such knowledge to 
clinical problems will rapidly advance surgical 
technique, and improve general surgical care, 
GYNECOLOGY — SURGICAL TECHNIQUES 

by Robert J. Lowrie, M.A., M.D., F.A.C.S., 

D-OG., Associate Clinical Professor of Ob- 

stetrics and Gynecology; College of Medi- 

cine, New York University, Attending Gyn- 
ecologist and Obstetrician, St. Vincent's Hos- 
pital; Senior Attending Obstetrician, City 

Hospital, Welfare Island; Attending Gyn- 

ecologist, Willard Parker Hospital; Formerly, 

Chairman, Section of Obstetrics and Gyn- 

ecology; New York Academy of Medicine; 

New York, New York; Consultant in Gyn- 

ecology and Obstetrics; Passaic General 

Hospital, Passaic, New Jersey; Fellow of 

the New York Academy of Medicine; Fellow 

of the American Public Health Association. 

‘Charles L. Thomas, Publisher, Springfield, 

Illinois, 1955, 523 pages. Price $17.50. 

The coloproctologist should be well informed 
in the surgical techniques of pelvic operations. 
This text offers, as “required reading,” the 
sections on anatomy and physiology, and the 
chapters on the general principles of operative 
gynecology, for the general surgeon. The 
same may be said for the coloproctologist. 

This book is somewhat different from the 
usual gynecology text. It represents the work 
of 58 contributors from the United States, 
Canada and England. Thus, it reflects re- 
search as well as teachings in important in- 
stitutions throughout the world. 

The contributors are authoritative writers, 
basic principles are stressed throughout, and 
excellent bibliographies round out the value 
of the approach. 

The material is practical, and will be use- 
ful to the medical student, as well as to the 

—Continued on page 338 
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Dear Doctor: 


A wide margin of safety is yours when you use Tronothane for 
surface anesthesia. 


For with Tronothane, the incidence of sensitization is so low it is 
virtually insignificant. You can relieve pain or itching safely 
even in patients known to be sensitized to other topical agents. 


To confirm this unusual freedom from side effects, clinical studies 
were made of Tronothane's use with more than 15,000 patients. 

These cases included anogenital pruritus, painful episiotomy, 
hemorrhoids, rectal surgery, and a wide variety of itching 
dermatoses, as well as burns and sunburn. 


Not one of these thousands evidenced toxicity. 
Primary sensitization was negligible. And cross—sensitization 
was not noted at any time. 


Why is Tronothane so well tolerated? The answer is in the formula. 
Tronothane's chemical structure is in no way related to the agents 
derived from "caine" drugs. Para—aminobenzoic acids and benzoic 
acid are not included. Neither are certain chemical groups fre- 
quently associated with primary sensitization. 


Put it to a test, Doctor, and see if this wide safety margin 
doesn't expand the usefulness of topical anesthesia in your daily 
practice. 


Sincerely, 


Mtoe 
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obstetrician, the gynecologist, the general sur- 
geon and the proctologist. 

The writing is very readable throughout, 
and the illustrations are very good indeed. 


OUR DAILY POISON by Leonard Wickenden, 
178 pages, The Devin-Adair Company, New 
York, price $3.00. 


This interesting little volume presents an 
important and serious phase of our modern 
nutrition problem. It would appear that «re- 
gardless of how well a person may eat, in 
terms of generally accepted nutritional re- 
quirements, his food will contain one or 
more poisons. 

major problem is DDT. However, the 
author also introduces an extensive discus- 
sion of sodium fluoride in drinking water, 
cosmetics, and hormones in meats. 

It is the author’s belief that the increase 
incidence of hepatitis is due to DDT. There 
is certainly much to be said for the thesis 
offered in this book, and physicians should 
give more attention to the problem. 

It may be that legislation for the control 
of the food-poison problem should be _ in- 
troduced without delay. 

The book is written in simple language for 
the layman, and will be of interest to the 
physician as well. 


REVIEW OF CLINICAL BIOCHEMISTRY by 
Abraham Cantarow, M.D., Professor of Bio- 
chemistry, Jefferson Medical College: Form- 
erly Associate Professor of Medicine, Jeffer- 
son Medical College and Assistant Physician, 
The Jefferson Hospital, Philadelphia, and 
Max Trumper, Ph.D. Formerly Lecturer in 
Clinical Biochemistry and Basic Science Co- 
ordinator, Naval Medical School, National 
Naval Medical Center, Bethesda, Maryland. 
Fifth Edition. 738 pages. Publisher W. B. 
Saunders Company. Price $9.00. 


This text, now in its fifth edition, con- 
tinues to be a classic in its field. The authors 
have extensively rewritten the present edition, 
and added much new material. 

The sections on kidney function, liver func- 
tion, endrocine functional diagnosis, plasma 
proteins, the nucleic acids, uric acid me- 
tabolism and porphyrin metabolism, iodine 
metabolism, lipoproteins, fatty liver, acid-base 
balance, potassium metabolism, and the bio- 
chemical aspects of diet have been given 
special treatment. 

The gastroenterologist and the proctologist 
will find this book particularly valuable. Of 
course, every physician regardless of his spe- 
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4), FOR HARD, DRY STOOLS OF 
Constipated Babies 





Borcherat 


Extract * 


A gentle laxative modifier of milk. Just 1 or 2 tablespeon- 
fuls in day’s formula softens stools, usually over night. 


otas- 
easy 


Promotes aciduric bacteria. Grain extractives and 
sium ions contribute to gentle laxation. Safe an 


f 
GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 
are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk, 


* Specially processed malt ex- 
tract neutralized with potas- 
sium carbonate. In 8 oz. and 
16 oz. bottles. 





Somples and literature on request 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave., Chicago 12, Ill. 
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NEW and specially formulated 
for more effective and 


sustained relief in 


anorectal conditions 


RECTAL DESITIN OINTMENT affords unusually effective 
relief from pain, irritation, inflammation, itching, con- 
gestion, and discomfort in non-surgical hemorrhoids, 
anorectal irritation, pruritus, uncomplicated fissures, 
proctitis, inflammatory cryptitis, papillitis and perianal 
dermatitis. 

Outstanding Advantages: (1) a special tacky consistency 
for prolonged efficacy. (2) a unique wetting agent for 
intimate, thorough coverage. (3) Norwegian cod liver 
oil to stimulate healing. 


Formula: RECTAL DESITIN OINTMENT contains high grade 
Norwegian cod liver oil, zine oxide, lanolin, taleum, sodium lauryl 
sulfate, petrolatum q.s. Does not contain local anesthetics, narcot- 
ics, or “caine” drugs which might mask serious anorectal disorders. 





Available on your prescription in tubes of 11/2 02z., with a safe, flexible applicator. 
Liberal sample supply on request. 
DESITIN CHEMICAL COMPANY 
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cialty, will find much of interest in the vari- 
ous chapters. 

Lipid metabolism, particularly as it relates 
to hypercholesterolemi and atherosclerosis, 
should be of interest to all physicians—both 
personally and professionally. The newer ma- 
terial is well evaluated. 

The writing throughout is excellent, ar- 
rangement makes for easy reference, and the 
book should be in the library of every medical 
student and every practicing physician. 


DISEASES OF WOMEN by Ten Teachers and 
under the direction of Frederick W. Roques, 
M.D., M.Chir., F.R.C.S., F.R:C.O.G, Edited 
by Frederick W. Roques, John Beattie and 
Joseph Wrigley. 480 pages. Price $6.50. 
Williams & Wilkins Co., Baltimore. Ninth 
edition. 


This is the ninth edition (1953) of an ex- 
cellent textbook written especially for General 
Practitioners and Medical Students. The chap- 
ters on the Endocrine Glands and the Physi- 
ology of the Menstrual Function are com- 


pletely rewritten, and there is much new mate- 
rial on venereal diseases and infections. 

As with previous editions, the text is easy 
reading, well illustrated throughout, and suf- 
ficiently complete for introduction to the sub- 
ject. 


SHOULD | RETIRE? by George H. Preston, 
M. D. 181 pages, Rinehart & Company Inc., 
New York, Toronto. Price $2.50. 


This book is recommended to all physicians 
who contemplate retirement. Indeed, it should 
be read by all physicians, regardless of age 
or financial position. This is true because 
Dr. Preston takes the important viewpoint 
that retirement is a matter of attitude. 

It is therefore not primarily a matter of 
available funds. Dr. Preston analyzes the 
personality factors that determine whether 
or not retirement will be successful. 

He offers sections illustrating why certain 
people retire, and indicates whether or not 
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The goal of the proctologist achieved: | 
@ RECTOCAINE offers freedom from pain both before and after 
surgery! 
@ RECTOCAINE permits immediate ambulation! (Ambulatory 
Proctology—Cantor) 





@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


—RECTOCAINE 


Boxes of 6, 
25, or 100 5cc. 
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Again, Ritter saves you more energy... 
more time for efficient treatment of your 
patients. The new Ritter Type 7-D-41 Proc- 
tologic Table brings you smooth, effortless, 
automatic hydraulic tilt. A light touch of the 
toe tilts this Ritter table to the exact position 
you wish, Both hands are left free to reassure 
your patient. Table is returned smoothly and 
quietly to horizontal by a touch of the toe. 
The automatic tilt mechanism is incorporated 
with the hydraulic base and has the same 
reliable smooth operating qualities. 


Compare these Ritter features... 

e Automatic, hydraulic base and tilt mechanisms. 

e Full 18 inch elevation range .. . 29” to 47”. 

@ Maximum head-low of 50°. 

e@ 180° rotation. 

e New side panels improve appearance and protect 
patient. 

@ Table top 20” wide . . . meets all requirements, 


saves valuable treatment room space .. . offers. 


greater accessibility to patient. 


Own this new Ritter Table for about a dollar 
per office day under the Ritter Professional 
Equipment Plan. Ask your Ritter dealer for 
complete details or write the Ritter Compa- 
ny, Inc., 3120 Ritter Park, Rochester 3, N. Y. 





only Ritter 
makes it so easy... 


COMPARE THESE RITTER FEATURES 





A light touch of the toe and the table tilts 
to the treatment position you wish. 





Another touch of the controls with the toe and 
the table returns smoothly to horizontal. 
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the reader can expect contentment with re- 
tirement. 

It is a freshly written, easily read, and 
valuable book. I would recommend it for all 
physicians. 


DIFFERENTIAL DIAGNOSIS by Harvey and 
Bordley. Professor of Medicine and. Head of 
the Department of Internal Medicine, The 
Johns Hopkins University School of Medicine, 
Physician-in-Chief, The Johns Hopkins Hos- 
pital. Director, Mary Imogene Bassett Hos- 
pital, Cooperstown, N. Y., Clinical Professor 
of Medicine, Columbia University, New 
York, Clinical Professor of Medicine, Albany 
Medical College. W. B, Saunders Company. 
630 pages. Price. $00.00. 


This interesting and unusual book is not 
a textbook in the sense that it deals sys- 
tematically with the entire field of medical 
diagnosis. Rather, it provides a philosophy 
and method of approach to diagnosis. 

Differential Diagnosis is presented as a 


“systematized discipline.” The student is in- 
structed to gather all facts, and then to pro- 
ceed with the careftl analysis of these facts. 

Various chapters of the book present the 
processes of differential diagnosis as actually 
employed in about 90 cases chosen from 
several hundred clinical and pathologic con- 
ferences. 

The differential diagnosis is discussed im- 
mediately after the case history is presented, 
exactly the same as it was at the conference. 
Finally, the diagnosis is revealed by the 
pathologist. 

Each chapter discusses, in this fashion, a 
major symptom or sign. The gastroenterologist 
will find an excellent and interesting chapter 
on hematemesis and melena, and the proc- 
tologist will find a consideration of diverticula 
of the colon in this chapter. 

There are very instructive tables showing 
the causes of those symptoms or physical 
findings. The type of presentation and the 
writing, make for a readable book. 

The student and the physician will be better 
physicians after reading the text. 
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RAPID CONTROL OF 
SPONTANEOUS HEMORRHAGE 
CAN NOW BE ACHIEVED WITH 
“PREMARIN” INTRAVENOUS 


e Safe and effective hemostasis using 
“PREMARIN” Intravenous has been reported'* 
in the following types of bleeding: 


» epistaxis » subarachnoid hemorrhage 
» after adenoidectomy s genitourinary bleeding 

s delayed post-tonsillectomy hemorrhage » hemoperitoneum 

s delayed postprostatectomy hemorrhage s esophageal varices 

s delayed post-traumatic hemorrhage » bleeding from lip 


a rectal bleeding s bleeding from ear 


a gastrointestinal bleeding « bleeding from tongue 
with and without evidence of ulcer s bleeding around a tooth 





1. Jacobson, P.: West. J. Surg. 63:711 (Dec.) 1955. 2. Menger, H. C.: J.A.M.A. 159:546 (Oct. 8) 1955. 


“PREMARIN OY, yencus 


Conjugated Estrogens (equine) for intravenous injection 


Free from toxic manifestations 





DOSAGE: 20 mg. stat. May be repeated if necessary, 


SupPLiED: No. 552— Each package provides: 


1. One “Secule”@ containing 20 mg. of estrogens in their naturally 
occurring, water-soluble conjugated form expressed as sodium 
estrone sulfate, and 


2. One 5 cc. vial of sterile diluent with 0.5% phenol U.S.P. 
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New York, N. Y. * Montreal, Canada 
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Newer Medicinals 


Atarax Tablets, J. B. Roerig & Co., Chicago 
11, Illinois, Small, sugar-coated tablets con- 
taining hydroxyzine dihydrochloride in two 
potencies, 10 mg. (orange) and 25 mg. 
(green). Induces peace of mind quickly in 
the normal (non-psychotic) person under 
emotional stress. Indicated in conditions such 
as tension, neurosis, fatigue states, pruritus, 
headache, dysmenorrhea, senile excitation, 
peptic ulcer and functional G. |. spasm. In 
children, for anxiety, night terror and hyper- 
activity. Dose: As indicated by physician. 
Sup: In bottles of 100 tablets. 


Cathomycin, Sharp & Dohme, Division of 
Merck & Co., Inc., Philadelphia 1, Pennsyl- 
vania. A new antibiotic in capsule form for 
treating infections caused by certain bac- 
teria that have become resistant to other 
biotics. Particularly effective against Staphy- 
locci, the bacteria that cause most skin 
infections. Indicated for cellulitis, carbuncles, 
skin abscesses, varicose ulcer and pneumonia. 
Valuable as an adjunct in surgery. Dose: As 
directed by physician. Sup: Bottles of 16. 


Duo-C.V.P., U. S. Vitamin Corp., New York 
17, New York, Double strength capsules pro- 
viding 200 mg. water-soluble, citrus bio- 
flavonoid compound with 200 mg. ascorbic 
acid. Indicated in the prevention and treat- 
ment of abnormal capillary permeability. 
Dose: | to 3 capsules daily. Sup: Bottles 
of 50, 100, 500 and 1,000. 


Fentropine, Carrol] Dunham Smith Pharmacal 
Co., New Brunswick, New Jersey. A tablet 
containing 60 mg. profenil citrate, 2.5 mg. 
homatropine methylbromide. Tablet also 
available with the addition of 7.5 buta- 
barbital. Indicated for antispasmodic action 
in gastrointestinal tract, ureter and bladder 
and in conjunction with morphine, for treat- 
ment of smooth muscle spasm. Tablet with 
butabarbital provides sedative action as well 
as combating spasm. Dose: One to two 
tablets taken one to three times per day. 
Sup: Bottles of 100. 


Meti-Derm Ointment with Neomycin, 
Schering Corp., Bloomfield, New Jersey. Con- 


tains prednisolone, free alcohol (Meticorte- 
lone) 5 mg., neomycin sulfate 5 mg., in a 
white petrolatum base with methylparaben 
and butylparaben as additional ingredients. 
Indicated for a wide range of allergic and 
inflammatory skin conditions, especially when 
secondary infection is present or anticipated. 
Dose: Rub a small quantity gently on the 
affected areas three or four times daily. Sup: 
10 gm. tube. 


Neuro-Centrine, Bristol Laboratories Inc., 
New York 20, New York. A sugar-coated tab- 
let containing phenobarbital 15.00 mg. (1/4 
gr.) ‘Centrine Hydrogen Sulfate (brand of 
aminopentamide) 0.25 mg., and reserpine 
0.05 mg. Indicated in the relief of anxiety 
states and emotional tension. Recommended 
for relief of symptoms associated with func- 
tional disorders of the gastrointestinal and 
cardiovascular systems. Dose: One or two 
tablets 3 or 4 times daily; however, dosage 
depends on the individual response as well 
as the severity of the condition, Sup: Bottles 
of 100 and 1,000. 


Senokot Tablets, The Purdue Frederick Co., 
New York 14, New York, A tablet form of 
Senokot indicated in the treatment and cor- 
rection of constipation. Dose: Usually one 
or two tablets before bedtime, or as directed. 
Sup: Bottles of 100. 


Terrabon, Pfizer Laboratories, Division of 
Charles Pfizer & Co., Brooklyn 6, New York. 
The broad-spectrum antibiotic Terramycin in 
a new, peach flavored, homogenized mixture 
formulated in ready-mixed form. Each 5 cc. 
teaspoonful contains 125 mg. of Terramycin. 
Indicated in the treatment of infections caused 
by a wide variety of gram-positive and gram- 
negative bacteria. Dose: As directed by 
physician, Sup: 2 ounce and one pint bottles. 


Thiosulfil-A, Ayerst Laboratories, New York 
16, New .York.. A> tablet.-containing sulfa- 
methylthiadiazole 0.25 Gm. :and phenylazo- 
diamino-pyridine HCl 50 mg. Indicated in 
the treatment of urinary tract infections when 
analgesic is desired. Dose: Two tablets 4 
times daily. Sup: Bottles of 100 and 1000. 
Also available in liquid form in bottles of 
4 and [6 fluid ounces. 
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MASSIVE HEMORRHAGE WITH DIVERTICULOSIS 


Most of us are familiar with the common complications of diverticulosis, such as 
hyperplastic diverticulosis with partial obstruction; acute suppurative inflammation of a 
diverticulum (left-sided appendicitis); perforation and abscess formation; colovesical 
fistula and masked superimposed carcinoma; but massive hemorrhage in a patient with 
chronic diverticulosis, with little or no antecedant colon symptoms, is seen only occa- 
sionally and frequently remains undiagnosed. 

In the three cases of massive rectal hemorrhage which I was called in to see, over a 
period of thirty years, all of them were in the 60 to 70 age period. The first two were 
undiagnosed and were fatal. The second case was autopsied and the bleeding point in 
an eroded diverticulum was discovered only after a most painstaking search, and a 
correct diagnosis was made. When the third case came along I was prepared to make a 
diagnosis, and with the aid of Gelfoam and topical thrombin enemas, bleeding ceased 
and the patient recovered. 

It is estimated that 5 to 7% of persons over forty have diverticulosis. It is also esti- 
mated that 15 to .20% of all people with diverticulosis will develop diverticulitis, and 
20% of these with diverticulitis will develop surgical complications. Since the life span 
of man is increasing, we are and will be seeing more and more cases of diverticulosis 
with surgical complications. Therefore, it behooves us to be on the alert for this fatal 
complication. 

A patient with massive hemorrhage is usually seen first by the general practitioner 
and then by the surgeon. The proctologist is only called in consultation, which probably 
explains the meager number of massive diverticulous hemorrhages seen by the writer. 
However, today some leading authorities believe that massive hemorrhage occurs as 
frequently in diverticulosis as it does in carcinoma of the colon. It is now estimated 
that about 4% of all diverticulosis cases bleed to the extent that transfusions are 
necessary. 

Diverticulae communicate with the lumen of the colon through a narrow neck. Stag- 
nation of fecal debris in diverticulae may result in an ulceration of the mucosa into a 
blood vessel with resulting hemorrhage. It is the writer's impression that many symp- 
tomless mild bleeding episodes occur undetected by the host in the earlier periods of 
the disease, because of the ability of the eroded vessel to contract. However, in the 
sixth and seventh decades when massive hemorrhage is most commonly seen, sclerotic, 





inelastic vessels plus hypertension play a great part in the initiation of this serious 
surgical complication. 

Surgeons who have had experience with massive hemorrhage in diverticulosis, agree 
that exploration in search of the bleeding diverticulum is futile and results in failure. 
However, there are certain medical and surgical procedures which should be tried. 

Along with the replacement of blood and electrolytes, an improved Gelfoam enema 
suggested by Kunath should be given every two hours for a reasonable period, watch- 
ing the blood count and the colon excrements for cessation of bleeding. The enema con- 
sists of a mixture of % ounce of powdered Gelfoam, 1000 units of topical thrombin, 
0.5 gm. of neomycin, dissolved in 50 cc. of water. Kunath suggests this enema through 
a cecostomy opening or through a transverse colostomy. However, I see no reason why 
the same Gelfoam enema results cannot be obtained through the rectal route. Good 
results were obtained in my third case with only the Gelfoam enema. 

One should rule out other gastrointestinal causes of massive hemorrhage and attempt 
to determine from the patient or the family a history of an existing diverticulosis. If an 
X-Ray of such a condition exists and hemorrhage does not cease with the Gelfoam 
treatment, then one should perform a resection of that part of the colon involved in 
diverticulosis, with a colo-rectostomy. If such information is not available and other pos- 
sible causes for massive hemorrhage have been ruled out, some men recommend com- 
plete resection of the colon with ileo-rectostomy. 

Another guide during abdominal exploration is a thorough search for carcinoma 
or polyps. If these can be ruled out and diverticulosis is present, segmental colon 
resection is indicated and may be a life saving procedure. Cecostomy may be included 
at the discretion of the surgeon. 

For many years the writer has prescribed an ounce of barium sulphate in a glass 
of water or milk three times weekly, as a preventative of surgical complications in all 
patients with diverticulosis. This should be continued for the duration of the patient’s 
life. It would therefore be advisable to prescribe this same treatment for patients who 
recover from massive hemorrhage by the non-surgical Gelfoam enema treatment. We 
believe that barium sulphate lines the diverticulae and protects them from infection, 
inflammation, erosion and bleeding. We further wish to recommend this simple treat- 
ment to all physicians treating diverticulosis, as a preventative of surgical complications. 

In conclusion, I would like to suggest that whenever diverticulosis is known to exist 
in a patient with massive hemorrhage, diverticulosis should be considered as the most 


likely cause of the bleeding. 


MANUEL G. SPIESMAN, M.D. 
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LETTER 


TO 
THE EDITOR 


Micrococcal Colitis 


Dear Doctor: 


I would appreciate the latest informa- 
tion on Micrococcal Colitis. Many 
thanks. 

Sincerely, 


Dr. R. C.; Alabama 


Dear Dr. R.-C.: 


Resistant 
may develop in the intestinal tract after 
This may 


a serious post-operative complication 


strains of staphylococci 


chemotherapy. result in 
known as acute micrococcal colitis or 
gastroenterocolitis, This is sometimes 
called pseudomembranous enteritis or 
staphylococcus enteritis. 
Staphylococcus enteritis 
occur after intestinal obstruction due to 
tumors, even without surgery or anti- 
biotics, in staphylococcus food poison- 
ing, and after the use of antibiotics in 
treatment of infections such as pneu- 
monia, peritonitis, septicemia, menin- 


may also 


gitis, etc. 

The antibiotics usually reported in 
such cases are terramycin, aureomycin, 
or the combination of penicillin and 
streptomycin. 

The onset is acute, and shock may be 
followed by a fatality in 24 to 48 hours. 


—Concluded on page 430 
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Histoplasmosis 


and 


the Colo-Proctologist 


Colo-proctologists must be alerted to 
a new disease whose causative organism 
was first discovered in 1906 by Dar- 
ling’? in the Panama Canal Zone. In 
Panama this was a uniformly fatal dis- 
ease, Its discoverer mistakenly believed 
that it was caused by a protozoa and 
hence called this specific organism “His- 
toplasma capsulatum.” ‘Twenty-four 
years elapsed before de Monbreun*’ 
proved that this organism was in reality 
a fungus. Minnesota, thirty years ago 
furnished the first recorded American 
instance of this disease.** 
ago, Conant® successfully completed the 
life cycle of this fungus and placed it in 
the group of the Moniliaceae of the 
fungi imperfecti. Long and Stearns,** 
thirteen years ago, reported the very 
important fact that in the United States 
Histoplasmosis may exist in a benign, 
very mild, non-fatal form. Their star- 


Fifteen years 


tling conclusions were based upon a 
study made early in World War II of 
chest x-ray films of 53,400 inductees. 

Text-book descriptions of this disease 
first appeared in works on Tropical 
1944. Furcolow, Bunnell 
and Tenenberg’® perfected the first re- 


Medicine in 


liable diagnostic complement-fixation- 
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DONALD C. COLLINS, B.A., M.D.* 
Hollywood, California 


test for human Histoplasmosis, a matter 
of just eight years ago. By 1949, only 
123 human instances of this malady had 
been recorded in the world’s medical 
literature.” In the following year, Crad- 
dock" concluded that at that time he 
could only state that nontuberculous 
pulmonary calcifications were caused by 
whatever organism was responsible: for 
producing a positive histoplasmin skin 
Martin®® had shown in 1950 
that the Histoplasma capsulatum was 
closely related to both Blastomycosis 
and Sporotrichosis and that these latter 
organisms could produce false positive 
histoplasmin skin tests. Christie and 
Peterson® however concluded that since 


reaction. 


the incidence of calicfied pulmonary 
lesions was twice as great among reac- 
tors to histoplasmin as among _ those 
reacting to tuberculin, therefore many 
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of these were caused by Histoplasmosis. 
In Kansas City, Missouri, an endemic 
area, sensitivity to histoplasmin in- 
creased with age, until the maximum 
was reached of eighty-eight per cent 
among males between the ages of thirty- 
five and forty years of age. Sontag and 
Allen*’ established the close relationship 
between histoplasmin sensitivity and 
childhood pulmonary calcifications. 
Those pulmonary lesions associated with 
fungus sensitivity tended to be multiple 
and widespread bilaterally throughout 
the lung parenchyma. Over 17,000 per- 
sons in Kansas City, Missouri were ex- 
amined by Furcolow, High and Allen’ 
with histoplasmin and tuberculin tests 
and by chest x-rays. Most were of 
school age. Their conclusions were in 
agreement with those of Christie and 
Peterson.*»* The age at which tuber- 
culin sensitivity appeared, lagged mark- 
edly behind the development of discern- 
ible pulmonary calcifications, again 
substantiating the thesis that these 
lesions were probably caused by Histo- 
plasmosis. Earlier work demonstrated 
that there was a high degree of correla- 
tion between pulmonary calcifications. 
a positive histoplasmin skin test, and a 
negative tuberculin skin reaction. Bun- 
nell and Furcolow,' and one year later, 
Furcolow’’ demonstrated instances of 
proven pulmonary Histoplasmosis where 
the lesions went on to heal with calcifi- 
cation. Zarafonetis and Lindberg*® dis- 
covered that skin test antigen 
derived from a suspension of the “yeast- 
forms” of Histoplasma capsulatum, and 


the 


containing one billion organisms per 
cubic centimeter, produced, in proper 
dilution, produced skin reactions quite 
similar to those made by tuberculin. 
Histoplasmin skin tests were eighty-four 
times more positive in the humid areas 


of Kansas, when contrasted to the arid 
areas of that same state.’® 

In 1950, Raftery, Trafas and Mc- 
Clure,** in a study of 2,135 surgically 
removed appendices, reported that five 
per cent of all types of appendicitis, 
encountered in this unselected consecu- 
tive series, revealed the histological 
appearance of the Histoplasma cap- 
sulatum. They also stated that in thirty 
patients with proven mesenteric lympha- 
denitis, forty-three per cent of surgically 
excised appendices revealed the exist- 
ence of this specific organism. In 1951, 
Raftery* described his histologic review 
of 436 childhood appendices surgically 
removed during the preceding decade 
for varying clinical diagnoses at The 
Henry Ford Hospital in Detroit, Ten 
per cent of these reexamined appendices 
rontained the Histoplasma capsulatum 
and were in addition associated with a 
high coincidence of lymphoblastoma. 

Hodgson, Weed and Clagett’ stated 
that in the first forty-four years follow- 
ing the discovery of the Histoplasma 
138 authenticated 
were collected from the world’s medical 
literature. 


capsulatum, cases 
Twenty-four states in this 
country accounted for eighty per cent 
of the total instances. 16.6 per cent of 
patients were less than one year of age. 
In sixty-four instances the correct diag- 
nosis was made at autopsy. Seventy-one 
patients were diagnosed by cultures. 
Only fifty-nine examples (43 per cent) 
were correctly diagnosed during life. 
These Authors’ reported two patients 
that were greatly improved following 
lobectomies for large 
Histoplasmosis lung abscesses. 


circumscribed 


Presented at the Eighth Annual Teaching 
Seminar of the International Academy of Proc 
tology, The Drake Hotel, Chicago, Illinois, Apri! 
23-26, 1956. 


380 THE AMERICAN JOURNAL OF PROCTOLOGY 

















Fig. |. Histoplasma capsulatum organisms in 
the cytoplasm of a reticulo-endothelial cell of 
a submucosal lymph node of the left colon. 
Gross pathological diagnosis: ''Chronic ulcera- 
tive colitis." X1070 


Fig. 2. Mononuclear cell containing many Histo- 
plasma capsulata within its cytoplasm. From 
"germinal center’ of a submucosal lymph node 
in transverse colon. Gross pathologic diagnosis: 
‘‘Adeno-carcinoma, Grade iii with metastases." 


X1070 
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Six years ago, Conant’? and Iams” 
independently concluded that this dis- 
ease exists endemically in the United 
States in two very different types, name- 
ly: one rarely encountered that is highly 
fatal; and the second, commonly seen 
that is primarily benign, in which the 
vast majority of patients contract the 
disease at an early age and recover 
without definitive treatment and with- 
out an apparent continuance of their 
disease. 

In 1952, the Hotchkiss-McManus 
Modification of Schiff’s periodic-acid 
stain was first published. Today, this 
excellent staining technic gives the in- 
vestigator a most reliable and _ fast 
screening method of positively identify- 
ing the Histoplasma capsulatum in the 
cytoplasm of infected cells. Furcolow 
and Larsh,’® as well as Kier, Campbell, 
Ajello and Sutliff?* have warned that a 
highly infectious type of atypical bron- 
chopneumonia, caused by Histoplasmo- 
sis, may easily follow the inhalation of 
dust containing the “mycelial-forms” of 
this organism. “Camp Gruber (Okla- 
homa) pneumonitis” or “Cave-sickness” 
are specific examples in point. 

In October, 1950, Parillo®® of Nebras- 
ka cited a fatal instance of Histoplas- 
mosis with oral and rectal lesions. Weiss 
and Haskell,** in 1952, described the 
postmortem findings of a sixty-two year 
old printer from Delaware who had dif- 
fuse Histoplasmosis with specific lesions 
of the anus and rectum, proven by both 
biopsy and culture. In the rectum were 
several ulcers measuring up to 2 cms. 
in diameter with soft, rounded, elevated 
edges and grayish-yellow colored bases. 
Several similar ulcers were found in the 
ascending colon. In the descending 
colon were several 0.3 cm. polypoid pro- 
trusions caused by this disease. Both 
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adrenal glands were replaced by dis- 
eased tissue and the small intestines 
were heavily involved by the disease 
process. Chronic specific granulomatous 
lesions of the spleen, liver, heart and 
testicles were present. Fibrocaseous 
tuberculosis of both the lungs and the 
cervical lymph nodes was also present. 
The original anal and rectal biopsies 
were inoculated on the specific Sabour- 
aud’s glucose agar media, 

In 1953, Farrell, Cole, Prior and 
Saslow'* proved that they could only 
consistently reproduce this disease in 
dogs, with usually fatal results, by the 
intratracheal inoculation of the “yeast- 
phase” of the organism. In 1955, Zeid- 
berg, Ajello and Webster*’ found that 
soils “positive” for the Histoplasma 
capsulatum had a higher acidity than 
“negative” soils in the endemic area of 
Williamson County, Tennessee. In this 
same year, White*® recorded his study 
of 229 patients, all having positive histo- 
plasmin skin tests and had been closely 
followed in a tuberculosis chest clinic 
for observation periods varying from 
five to twenty years. None of his pa- 
tients had died from Histoplasmosis. 

Furcolow, Menges and Larsh,®° for 
the first time, last year, gave the com- 
plete story of an epidemic of Histoplas- 
mosis. The chicken coop was the source 
of infection for all five members of a 
family. The specific organism was iso- 
lated by culture from the chickens in 
that particular coop, from the floor, and 
from the air in that particular coop. 
The most severe, but fortunately non- 
fatal, illnesses occurred in the young 
children, lasting more than two months, 
and requiring hospitalization for sev- 
enty days in the case of a younger 
brother of the father of this family. The 


infection of the other farm animals was 





Fig. 3. Many Histoplasma capsulata within the 
cytoplasm of macrophages in a right colon sub- 
mucosal lymph node. Gross pathologic diagno- 
sis: "Chronic ulcerative colitis." X1070 


Fig. 4. Histoplasma capsulata filling the cyto- 
plasm of two large macrophages and numerous 
small or reticulo-endothelial cells and lympho- 
cytes of a “germinal center’ of a mesenteric 
lymph node near the sigmoid flexure of the 
colon. Gross pathological diagnosis: ‘Chronic 
ulcerative colitis.’ X672 
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illustrated by the spread of Histoplas- 
mosis to other species, where positive 
reactors were found in the dogs, cows, 
other chickens from other chicken 
coops, and one cat. 

Schwarz and his coworkers*’ believe 
that in endemic areas (Cincinnati) of 
Histoplasmosis, the most common cause 
of typical calcific foci in the spleen is 
the Histoplasma capsulatum. The sec- 
ond recorded case of pulmonary Histo- 
plasmosis accompanied by erythema 
nodosum was described by Nuttall- 
Smith?* at the start of this year, occur- 
ring in a thirteen-year-old schoolgirl 
who had lived all of her life in British 
Columbia, Canada. 

Egbert and his coworkers* state that 
Histoplasmosis is farily common in the 
eastern-half of Texas, but that it rarely 
causes clinical severe symptomatology. 
Only the “yeast-forms,” in their opin- 
ion, have ever been isolated from human 
tissues, They believe that only the 
“mycelial-form” with its chlamdospores 
are considered to be infective for man. 
So far the use of Ethyl-vanillate to cure 
Histoplasmosis is difficult to assess, be- 
cause many can not tolerate the drug. 
However, commonly fever and trouble- 
some symptoms do subside during its 
administration. They conclude that 
Histoplasma capsulatum occasionally 
may exist disseminated throughout the 
human body for years without causing 
any clinical disease. Zinneman and 
Hall*? recommend a 0.1 per cent aque- 
ous solution of Propamidine, a sub- 
stance related to Stilbamide, in normal 
saline, to which is added 100,000 units 
of Streptkinase and 25,000 units of 
Streptodornase and the total volume 
made up to 10 c.c. This solution was 
used with great success on Histoplas- 
mosis ulcers of the larynx when em- 
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ployed as a spray. This should be tried 
on ano-rectal similar ulcers and evalu- 
ated. Prior, Saslow and Cole*® recom- 
mend the trial of Atabrine since there 
is a resultant high concentration of the 
drug in the reticuloendothelial tissues. 
Atabrine inhibits the growth of the 
Histoplasma capsulatum in the test tube 
and definitely increases the survival 
rate of experimentally infected mice, 
when this therapy is started early. Sul- 
fonamides and the current available 
antibiotics are without apparent value. 
In fact, streptomycin enhances the in- 
vitro growth of this fungus! 

In the United States, at the present 
time, most investigators agree that the 
Histoplasma capsulatum is endemic in 
the following regions: the Ohio and 
Mississippi River Valleys, the slopes of 
the Appalachian Mountains, Florida, 
the Pacific Coast, Eastern Texas, North- 
eastern North Carolina, the Lake Cham- 
plain area, the St. Lawrence River 
Valley, Tennessee, and the areas about 
both Kansas City and Cincinnati. There 
can be little doubt that this disease is 
now world wide in its distribution, ex- 
cept that it does not do well in a dry. 
hoi, arid climate; which is in direct 
contradistinction to the distribution 
areas of coccidioidomycosis. 

In the young, Histoplasmosis is com- 
monly characterized by fever, chills, 
malaise, weight loss, leucopenia, nausea 
and vomiting, bronchopneumonia, sub- 
acute to acute gastroenteritis, extensive 
lymphadenitis, and a transient hepato- 
splenomegaly. In the child, local ulcer- 
ated lesions are more common than in 
coccidioidomycosis. These lesions are 
often located in the ears, nose, tongue 
and pharynx. Whereas, in the. older 
individual, this disease may 
ulcerative lesions on the larynx, mouth, 


cause 
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penis and recto-anus; large 
localized abscesses in the 
lungs, edema to fibrosis 
with 
scar formation of the gas- 


stenotic obstructive 
trointestinal tract, varying 
degrees of calcification of 
hypertrophied regional and 
submucosal gastrointestinal 
tract lymph nodes, and dis- 
crete areas of varying de- 
grees of calcification and 
tissue destruction in the 
liver, adrenals, spleen and 
lungs. 

Meleney* designated 
Histoplasmosis as being 
“Reticuloendothelial Cyto- 
mycosis.” In the tissues of 
the human, this fungus is 
usually intracellular within 
the cytoplasm of macropha- 


"germinal 
ges, monocytes and _ the 
members of the reticulo- 
endothelial cells of the 


spleen, liver, adrenals, bone 

marrow and the regional mesenteric and 
intestinal submucosal lymph nodes. The 
specific organisms, in the human, are 
round to oval, small (1-5 micra), bud- 
ding, “yeast-like” cells enclosed by a 
clear. achromatic, refractile zone or 
capsule that possesses definite acid-fast 
properties, resembling the Myobacte- 
rium—tuberculosis, as was pointed out 
by Rawson** eight years ago. 

In the terminal stages of this disease, 
the fungus may be seen within mono- 
cytes in stained smears of the peripheral 
blood or of the bone marrow. Blood— 
and tissue—cultures derived from the 
marrow, liver or spleen, following a 
needle biopsy, may produce pure cul- 
tures of the Histoplasma capsulatum. 
Biopsy tissues or sputum smears should 


node shown, 
center." 
phage, giving the so-called ‘'starry-sky'' appearance, Numer- 
ous Histoplasma capsulata -are present within the cytoplasm 





Fig. 5. ‘Germinal center’ of a left colon submucosal lymph 


Large macrophages are depicted within the 
Note the “halo'' about each macro- 


of the macrophages. Gross pathological diagnosis: ‘Chronic 
ulcerative colitis.’ X192. 


be screened by Giemsa’s or Wright’s 
stains, or better yet by the Hotchkiss- 
McManus stain, for the demonstration 
of the intracellular encapsulated organ- 
ism. Differential diagnosis must be 
made from other intracellular diseases, 
such as Toxoplasmosis and Leishmania- 
sis, 

Cultures of Histoplasmosis are ob- 
tained with difficulty from the gastric 
washings or sputum, because of the ac- 
companying heavy bacterial contamina- 
tion. The most satisfactory results are 
obtained by heavily inoculating plates 
of brain-heart infusion glucose blood 
agar to which has been added twenty 
units of penicillin and forty micrograms 
of streptomycin per ml., according to 
Smith and Conant.** They further rec- 
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ommend that duplicate plates thus pre- 
pared should be incubated at both room 
temperature and 37° C. These cultures 
should be made immediately after the 
material is obtained. Pink to reddish- 
brown colored membranous or cerebri- 
form colonies appear on this type of 
medium after a period of from ten to 
twenty days’ incubation. Such colonies 
are not diagnostic and subcultures must 
be made upon proper media to dem- 
onstrate the characteristic either “yeast” 
or “mold” phase of growth. The use 
of either brain-heart infusion glucose 
blood agar slants, Salvin’s synthetic 
media, or Francis’ cystine glucose blood 
agar slants that are sealed off from the 
air and incubated at 37° C, for ten to 
fifteen days, reveal then a growth of 
scattered, moist, small, dull-white colo- 
nies; which upon microscopic examina- 





Fig. 6. Cecal submucosal lymph node showing two "germinal 
centers" in which are clearly depicted typical "starry-sky" 
phenomena, Numerous Histoplasma capsulata are present 
filling the cytoplasm of the macrophages. Gross pathological 
diagnosis: ‘Non-specific regional enteritis of the terminal 
ileum and the cecum." X192 
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tion reveal the typical small, oval, 
budding “yeast-like” cells similar to 
those found in human tissues. 

When the culture material, however, 
is planted on Sabouraud’s glucose agar 
media and incubated at room tempera- 
ture for from ten to twenty days; typi- 
cal white, fluffy, cottony colonies appear, 
which change their color to a brown 
or buff after further incubation. Micro- 
scopically, these cultures reveal many 
tennis-racquet shaped cells and branch- 
ing septate hyphae bearing small (2.5-3 
micra), round or pyriform echinulate 
or smooth spores attached to short lat- 
eral branches or they may be sessile on 
the sides of the hyphae. Since at this 
stage this microscopic appearance may 
be confused with that of Blastomyces 
dermatitidis, further incubation is done; 
when the characteristic, large, pyriform 
to round tuberculate spores 
(7.5-15  micra) develop, 
and these latter spores are 
highly diagnostic of Histo- 
plasma capsulatum. 

The Histoplasma _ cap- 
sulatum does not stain 
homogenously. Rarely do 
any two organisms look 
exactly alike. The body 
contains a deeply staining, 
eccentric, commonly semi- 
lunar-shaped nucleus, often 
situated at one end of the 
fungus. The deeply stain- 
ing chromatin may consist 
of a single mass or several 
small aggregations. A chro- 
matic ring, dot or rod may 
be seen either near the 
larger chromatin body or 
at the opposite end of the 
organism. 
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In the human, these small 
“veast-like” cells are char- 
acteristically found quite 
early in the disease in the 
lungs and later in the cyto- 
plasm of the macrophages 
and other reticuloendo- 
thelial cells of the adrenals, 
spleen, liver, blood stream, 
bone marrow, and most 
commonly in the regional 
mesenteric and gastrointes- 
tinal submucosal lymph 
nodes. A uniform pathogno- 
monic histologic picture is 
exhibited 
mans, characterized by 
marked lymphoid _hyper- 
plasia with very prominent 
lymphoid follicles and en- 
larged 
containing scattered diag- 
nostic giant macrophages 
containing the specific or- 


in diseased hu- 


‘ 


‘ ° 9° 
germinal centers 


ganisms within their cyto- 
plasm and giving the highly 
diagnostic “starry-sky” ef- positive. 
fect of reactive hyper- 
plasia of Histoplasmosis, so well de- 
scribed by Raftery*? in 1951. The use 
of the Hotchkiss-McManus stain is of 
great value in this type of tissue study, 
since most of the tissues stain a green- 
ish-blue while the specific organisms 
are colored a deep rich purple hue 
within the cytoplasm of the cells. 
Twenty years ago the author’ re- 
ported upon twenty-eight young pa- 
tients who had juvenile mesenteric 
lymphadenitis simulating atypical ap- 
pendicitis, and upon whom appendec- 
tomies and excisions of a representative 
ileal mesenteric lymph node had been 
performed. I was not sure at that time 
what was the etiological agent causing 








Fig. 7. P-A chest roentgenogram (14x17) of female, aged 
37 years, who | operated upon in 1934. Subacute mesenteric 
lymphadenitis 
lymph node from mesentery of terminal ileum performed. 
Chest roentgenogram preoperatively was stated to be within 
"normal limits.'' Note diffuse and widespread distribution of 
bilateral parenchymal lung calcifications, typical of Histo- 
plasmosis, Restudy of appendix tissues and regional lymph 
node were positive for Histoplasmosis, Histoplasmin skin 
test and complement fixation test for Histoplasmosis were 


was found. Appendectomy and biopsy of 


this strange disease. Since Histoplas- 
mosis grossly simulates this disease so 
closely, a follow-up study was made on 
the twenty-four patients that I could 
still trace, 62.5 per cent of the traced 
patients now gave a positive histoplas- 
min skin test, while 83.3 per cent now 
revealed the typical scattered bilateral 
parenchymal lung calcifications so diag- 
nostic for Histoplasmosis. (See Fig. 7) 
41.6 per cent of these same patients had 
positive tuberculin skin reactions. None 
of these twenty-eight original patients 
had demonstrable tuberculosis in either 
their original appendices or in their 
ileal regional mesenteric lymph node 
biopsies. 
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In addition, I reviewed® 123 addi- 
tional instances of juvenile mesenteric 
lymphadenitis, in which tuberculosis 
was ruled out and where an elective 
appendectomy had been done in the 
past decade, at several large hospitals 
in Los Angeles, by a number of sur- 
geons. 92.7 per cent of these patients 
were followed-up and restudied. 83.33 
per cent gave positive Histoplasmin skin 
tests. 78.93 per cent gave positive com- 
plement fixation tests for Histoplasmo- 
sis. 85.96 per cent now demonstrate 
calcifying or calcified typical bilateral 
parenchymal lung lesions, characteristic 
of Histoplasmosis. These results appear 
to indicate that Histoplasmosis is a 
major etiologic factor in the causation 
of juvenile mesenteric lymphadenitis. 

Recently, the final end results of a 
thirty-four years’ continuous study of 
50,000 consecutive human vermiform 
appendix specimens were reported.’ In 
3,905 appendices (7.8 per cent) of this 
large series, definite and typical evi- 


dence was demonstrable of the presence 
of the Histoplasma capsulatum. How- 
ever, so far as it is known, none of 
these patients have died from Histo- 
plasmosis, again attesting to the usual 
benign type of this fungus infection, 
that has become so widely endemic here 
in the United States. 

Last month, I completed a study* on 
1,205 instances of surgical resections 
of colonic tissues, obtained during the 
past decade from several Los Angeles 
hospitals. These excisions were done 
for a wide variety of diagnoses and the 
tissues were taken consecutively and 
unselected. 13.6 per cent of this group 
presented “positive” histologic evidence 
of the presence of Histoplasmosis. In 
the same study,* 219 examples of the 
so-called: ‘“‘Non-specific regional enter- 
itis of the small intestine” were en- 
countered and their surgically excised 
tissues were restudied with the Hotch- 
kiss-McManus Modification of Schiff’s 


periodic acid stain, as a rapid but ac- 


Chart | 





ANAL-RECTAL LESION NUMBER STUDIED 


POSITIVE FOR HISTOPLASMOSIS 























NUMBER PER CENT INCIDENCE 
Internal and External 701 66 8.62 
Hemorrhoids 
Anal Ulcers And 203 28 | 13.88 
Fissures | 
———————— = a ‘ = | ee — — — 
Rectal Ulcers 49 9 | 18.37 
Rectal Polyps 176 32 | 18.09 
(All Types) 7 
Anal—Rectal Tumors 216 20 9.26 
(Incl. Malignancy) 
Anal—Rectal Sinuses 146 16 10.98 
And Fistulae | 
Miscellaneous 51 6 11.78 
TOTALS 1,542 77 11.48 
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curate screening method. 31.5 per cent 
of these specimens revealed “positive” 
histologic evidence of the presence of 
the Histoplasma capsulatum. In addi- 
tion, 179 instances of “Chronic ulcera- 
tive colitis” demonstrated a 35.75 per 
cent incidence of the typical presence 
of this fungus. 

For the past five years, I have been 
studying the surgically excised fresh 
ano-rectal tissues sent to the surgical 
pathologist. In 701 internal and ex- 
ternal hemorrhoids, the incidence of 
Histoplasmosis was 66 cases, or 8.62 
per cent. 203 anal ulcers and fissures 
demonstrated an incidence of this 
fungus in 28 instances (13.88 per cent). 
A series of 49 excised rectal ulcers were 
found to have 9 examples (22.33 per 
cent) of the presence of this specific 
organism. In a group of 176 patients 
who had rectal polyps excised per anum, 
32 (18.09 per cent) revealed the specific 
fungus to be present. In a group of 
216 


tumors, 


various sessile rectal and anal 
including various malignant 
tumors: 20 (9.26 per cent) were “posi- 
tive” for Histoplasmosis, Finally, 146 
anal-rectal sinuses and fistulae revealed 
that 16 (10.98 per cent) demonstrated 
the Histoplyasma capsulatum in the ex- 
cised tissues. Thus, in a total series of 
1,542 surgically excised fresh lesions of 
the ano-rectal area, 177 (11.48 per 
cent) were “positive” histologically for 
Histoplasmosis. (See chart I.) 


In the last several years, specific 
diagnostic cultures, as outlined previ- 
ously in this contribution, have been 
done on the last 801 instances, to de- 
termine how they compared with the 
“positive” histologic tissue diagnoses. 
There were 734 (91.63 per cent) “posi- 
tive” cultures for the Histoplasma cap- 
sulatum, when contrasted to the 801 
“positive” histologic diagnoses. Many 
cultures, despite the use of both peni- 
cillin and streptomycin were literally 
overgrown at once by the coliform 
group, which appeared to be often high- 
ly resistant to the bacteriostatic effects 
of these two antibiotics. 503 histoplas- 
min skin tests were conducted in this 
group of 801 patients and 461 (91.67 
per cent) were “positive.” In 1,004 
patients (65.11 per cent) out of the 
total original group of 1,542 individuals 
studied, routine P.-A. chest x-ray films 
were taken and 502 (50.0 per cent) 
demonstrated diagnostic bilateral pul- 
parenchymal calcifications. 
Complement fixation tests were not con- 
ducted, largely because of lack of funds. 
Not enough flat K. U. B. abdominal 
x-ray films were taken to make any 
worthwhile comments 


monary 


about the in- 
cidence of increased calcifications with- 
in the parenchyma of the spleen. The 
average age of the 1,542 individuals 
was 37.46 years. 811 (52.39 per cent) 
were males. Only 186 (12.84 per cent) 


were native-born in California. 


Conclusions 


1. In the United States, Histo- 
plasmosis is a widespread fungus 
disease, that is usually benign and 
non-fatal. 

2. It appears that man is in- 
fected by the “mycelial-form”’ of the 


Histoplasma capsulatum, derived 
from its intermediate host of the 
common farm — and domestic — 
animals that live closely associated 
with man, These animal intermedi- 
ate hosts contaminate the soils that 
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man walks over and from which 
he inhales the contaminated dusts 
into his respiratory system to iniate 
the human phase of this disease. 

3. Evidence points to the fact 
that a warm, humid, moist climate 
greatly favors the dissemination 
and viability of the infective ‘“‘my- 
celial-form” of this fungus. 

4. Humans vary widely in their 
resistance to this disease. Many 
have a transient primary infection 
in their lungs which their general 
body resistance quickly controls 
and localizes. Others are highly 
susceptible and may develop very 
grave and widespread infections; 
such as: lung abscesses; ulcars 
about the mouth, larynx, pharynx 
and anus; and areas of focal 
necrosis in the adrenals, liver, 
spleen ‘and gastrointestinal tract 
and their regional lymph nodes. 

5. Studies over the past decade 
appear to indicate that juvenile 
mesenteric lymphadenitis, ‘‘Non- 
specific regional enteritis of the 
small intestine”, and _ possibly 
“chronic ulcerative colitis’ may 
represent only individual varying 
reactions of the infected individual 
to Histoplasmosis, depending upon 
his individual resistance, the viru- 
lence of the fungus, and the initial 
dosage of the inspired infection. 

6. It appears that between eight 
and twelve per cent of individuals, 
particularly here in Southern Cali- 
fornia, are probably infected with 
either active or healed lesions of 
Histoplasmosis. 

7. Colo-proctologists should keep 


these facts in mind and not be too 
enthusiastic in performing radical 
surgical procedures on suspicious 
lesions that may be caused by His- 
toplasmosis. If more fresh surgi- 
cally excised tissues were studied 
with the Hotchkiss-McManus Modi- 
fication of Schiff’s periodic acid 
stain, many more instances of His- 
toplasmosis would be found. The 
specific organisms are easily missed 
in the routine Hemotoxylin-Eosin 
stains, that are so commonly used 
by pathologists. 

8. If more surgeons and patholo- 
gists would identify the histologic 
characteristics of the “starry-sky” 
of Histoplasmosis, representing re- 
active hyperplasia in the “germinal 
centers” of submucosal gastroin- 
testinal and regional lymph nodes; 
many more instances of Histoplas- 
mosis would be correctly diagnosed. 
This specific histologic picture is 
just as diagnostic for Histoplas- 
mosis as is the typical tubercle 
formation for tuberculosis. 

9. No specific form of treatment 
has been uniformly successful to 
date. Possible drugs of value have 
been indicated, Today treatment is 
largely symptomatic. 

10. Any disease that has an ap- 
parent average incidence of about 
ten per cent and yet was not known 
to exist to any appreciable degree in 
the U. S. until the last several years, 
argues that all of us still have 
a lot to learn about medicine and 
particularly about colo-proctologic 
diseases and their more accurate 
diagnoses and better treatment. 
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Fistulas of 
The Anus 


and Rectum 


Fistulas of the anus and rectum are 
encountered in all stages of life and 
often present perplexing problems for 
the surgeon. Fistulas of this region may 
be congenital or acquired and prompt 
accurate diagnosis and treatment are 
often life-saving measures. The _in- 
cidence of fistulas varies from 55 to 82 
per cent in reported series of congenital 
anorectal anomalies according to San- 
tulli. In his own group of 62 cases he 
found a fistula present in 71 per cent. 
The congenital fistulas occur most often 
in association with an imperforate anus 
and a blind rectal pouch which ends a 
variable distance from the perineum. A 
sexual distinction exists in the location 
of such fistulas. In the female recto- 
vaginal fistulas predominate. The rec- 
tum enters the vagina on its posterior 
wall, anterior to the fourchette in the 
fossa navicularis. The rectum may, 
however, enter any portion of the post- 
erior vaginal wall. The less common 
fistula in the female is the rectoperineal 
in which the rectum exits perineally 
between the vaginal fourchette and the 
anal dimple. In the male, rectourinary 
and rectoperineal fistulas are seen. The 


GEORGE J. RUKSTINAT, M.D., F.1.A.P.* 
Chicago, Illinois 


rectourinary type is either rectourethral 
or rectovesical, The distal opening in 
such instances is in the prostatic or 
membranous urethra, or in the urinary 
bladder at the trigone. 

The serious problem presented by 
fistulas of the anus and rectum is en- 
hanced by the high incidence of asso- 
ciated congenital abnormalities. Their 
great frequency, and often serious na- 
ture, lead to death in about one-half of 
the children with anorectal anomalies. 
Harken? stressed the high incidence of 
nonsurgical deaths in 1942. Moore and 
Lawrence*® have pursued the subject of 
associated anomalies in 120 patients 
with congenital malformations of the 
rectum and anus. They found a total 
of 190 anomalies which fell into the 
following broad categories: urinary 
tract 54, vertebral neurological 41, car- 
diovascular 20, alimentary tract 27, 
abdominal wall 15, female genital tract 





* From the Department of Pathology of Stritch 
School of Medicine of Loyola University and 
Loretto and Holy Cross Hospitals. 
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Fig. I. Schematic representation of anatomic 
relation. B, indicates the bowel; BI, the bladder; 
T, the testes; U, the ureters; K, the kidneys; X, 
the urachus, and F, the communications between 
the bowel and the bladder. 


10, extremities 10, and miscellaneous 
13. This astounding total did not in- 
clude congenital fistulous communica- 
tions with the blind-ending xectal pouch 
as separate anomalies. Such fistulas 
were considered an integral part of the 
anorectal malformation. Although they 
found 72 per cent of 86 cases possessed 
of multiple anomalies, they suspect a 
still higher incidence. Their supposition 
is based on the fact that 33 of 34 pa- 
tients on whom an autopsy was per- 
formed, had additional anomalies; an 
incidence of 97 per cent. 

An illustration of the multiplicity of 
anomalies associated with anorectal ab- 
normalities is the following case re- 
ported by Rukstinat and Hasterlik.‘ 
The postmortem examination of a still- 
born male baby weighing 2,020 grams 
disclosed a left club foot and absence 
of the penis and anus, and scrotal and 
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perineal raphe. At the right inferior 
posterior portion the urinary bladder 
was connected to the hugely dilated 
colon by an opening 2 mm, in diameter. 
There was no urethral opening in the 
bladder and the body lacked a prostate 
gland and seminal vesicles. The con- 
dition is represented in Figure 1.* Asso- 
ciated additional abnormalities were 
noted in a left deviation of the last 
coccygeal segments and displacement of 
several ossification centers of the trans- 
verse processes of the fifth lumbar and 
the first three sacral vertebrae. The in- 
ferior rami of the ischia were displaced 
medially and fused in the midline below 
the true symphysis pubis forming an 
elongated symphysis. The most pro- 
found changes occurred in the kidneys 
which were contracted and deformed by 
an aseptic inflammation. This had its 
origin in meconium ascending via the 
ureters since the colon emptied into the 
urinary bladder. Glomerular fibrosis, 
cyst production and tubular degenera- 
tion were the result. 

The acquired fistulas are, all too 
often, surrounded by confusing termi- 
nology and, at times, by an apparent 
misconception of the fundamental anat- 
omy and pathological changes. Buie® 
has stressed the fact that “anal fistula” 
and “rectal fistula” are not synonymous, 
yet the terms are used interchangeably. 
Sinuses are designated as fistulas and 
vice versa although the treatment, prog- 
nosis, and morbidity may be quite dif- 
ferent. Since accrediting agencies are 
stressing evaluation of surgical speci- 
mens by tissue committees, I summa- 
rized_ the with hemorrhoids, 
sinuses and anal and rectal fistulas at 


cases 





* Reproduced with permission of the Illinois 
Medical Journal. 
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Fig. 2. Schematic illustration of the skin at S, the prolapsed and evaginated proximal colostomy 
loop P, the distal loop D with its connection to the bladder diverticulum at B, by arrow A, the 
hernial cavity occupied by small bowel in the prolapsed colon pouch and by arrow X in the 


intramural! hernia. 
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the Loretto and Holy Cross Hospitals 
for the year 1955. 

There were 113 hemorrhoidectomies 
at Holy Cross Hospital and 88 at Loretto 
Hospital for a total of 201. The pro- 
visional hemorrhoids 
formed at least part of the admitting 
diagnosis. The patients were from 12 
years to 59 years of age, spent from 3 
to 12 days in a hospital and twenty-five 
had additional diagnoses of fistula in 
ano, rectal fistula, ischio-rectal abscess 


diagnosis of 


or rectovaginal fistula. There were four- 
teen males and eleven females in the 
group with fistulas. Six patients had 
recurrent fistula in ano. One patient 
had a horseshoe type with a posterior 
midline origin and extensive spread to 
the lateral perianal regions. Two men 
had perianal involvement from exten- 
sion of pilonidal sinuses and abscesses 
in addition to posterior anal fistulas. 
The length of the fistulous tracts, for the 
group, varied from 11 mm. to 11 cm. 
The location of the fistulas was as fol- 
lows: anterior midline 3 males and 1 
female, the latter with a rectovaginal 
fistula; posterior midline 4 males and 
4 females; right lateral region 1 male 
and 2 females; and left lateral 2 males 
and 4 females. The remainder were un- 
specified as to site and extent. Two of 
the fistulas had primary openings in the 
anus and secondary openings in the 
rectum. With the exception of the rec- 
tovaginal fistula all the rest had sec- 
ondary openings in the perineum or 
buttocks. The incidence of anal fistula 
in this series of 201 cases is 12 per cent, 
while patients with recurrences con- 
stituted 3 per cent. The wisdom of a 


mandatory proctoscopic examination 





* Reproduced with permission from the Ar- 
chives of Pathology. 
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was vindicated in these patients who, in 
addition to the fistulas recorded had an 
incidence of anal fissure or ulcer of 20 
per cent and of benign rectal polyps of 
2 per cent. 

An interesting postmortem case pre- 
viously stressed for its complications of 
colostomy is illustrative of the acquired 
type of rectovesical fistula.° The patient 
was 76 years old and had had a double- 
barreled colostomy of the left iliac re- 
gion for 24 years. The colostomy was 
performed after the patient had had a 
lower bowel obstruction with no passage 
of stool for nine days. At operation a 
left-sided perirectal pelvic mass was 
found but was left in situ and unevent- 
ful recovery followed the colostomy. 
Thirteen years later the protruding part 
of the colostomy was resected and seven- 
teen years later he became a diabetic. 
In his final admission the patient had 
a dangling upper colostomy loop 13 
inches (32.5 cm.) long and into this 
small bowel had herniated (see Figure 
2).* A fistula from the upper part of 
the rectum connected with the left side 
of the urinary bladder and discharged 
urine into the lower colostomy opening. 
The irritating diabetic urine gave the 
patient pain because of skin maceration. 
Evidence of a pelvic tumor mass was 
lacking at autopsy but atrophic divertic- 
ula of the lower bowel suggested an old 
diverticulitis with adherence to the 
bladder and eventual perforation. 


Summary 


1. Congenital rectal fistulas are 
considered in their association with 
anorectal abnormalities. 

2. The importance of associated 
congenital anomalies is reempha- 
sized in the unfavorable outcome of 
anorectal surgery for the correction 
of abnormalities. 
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3. A case of imperforate anus 
and congenital absence of the penis 
is summarized for its pathological 
interest. 

4. A one year sampling of 201 
hemorrhoidectomies in two _ hos- 
pitals showed a serious complica- 
tion of 12 per cent of anal fistulas 
of which one-fourth were recur- 
rences, 

3. The value of proctoscopy 
prior to hemorrhoidectomy is well 
illustrated in the high incidence of 
additional lesions recorded. 
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Caudal Analgesia 
Caudal analgesia requires only a spinal needle, a 20 
cc. syringe, and metycaine. It is particularly advantage- 
ous in operations upon anal and perianal infections, 
extensive fistulas, prolapse and procidentia, and in per- 
forming extensive plastic repairs for congenital defects 
or sphincter repair. Local infiltration analgesia may be 
satisfactorily employed in almost all types of anorectal 
surgery, including the conditions mentioned. It is best, 
however, to avoid needle insertion directly into an in- 
fected area, and caudal analgesia is thus preferred in 
the presence of most anorectal abscesses. In some cases, 
when the caudal injection does not produce complete 
analgesia, it becomes necessary to inject also the four 
sacral foramina, or to combine local infiltration with the 
caudal analgesia. In very obese patients caudal analgesia 
may be difficult or impossible. In such cases, or when 
caudal injection is impractical for other reasons, infiltra- 
tion analgesia is immediately substituted. Although some 
operators permit patients to leave the office in ambulatory 
fashion immediately after operation under caudal anal- 
gesia, it is best to keep the patient at rest for a period 

of at least one hour. 
Ambulatory Proctology (Second Edi- 
tion 1952) by Alfred J. Cantor, M.D. 
Pages 51, 52. Paul B. Hoeber, Inc. 
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Treatment of 


Polyps of 


the Colon 


Polyps of the rectum and colon are 
more prevalent than we have been led 
to believe. A recent survey showed that 
17% of a large group within the ages 
of 45-60 had one or more polyps in the 
rectum or colon. Evidence indicates 
that the association of polyps with can- 
cer is real and to overlook such a lesion 
is fraught with danger, for a high per- 
centage of malignant lesions of the colon 
begin as benign mucosal polyps. 

It is frequently asserted, and cor- 
rectly so, that approximately 75% of 
polyps and cancer of the colon are 
within the reach of the sigmoidoscope. 
Hence, the use of the proctoscope is so 
important as to be a part of every good 
physical examination and should not be 
denied any patient in the age group 
over 35, however symptomless, for these 
lesions may remain dormant for a con- 
siderable period. The number of polyps 
detected will be in direct proportion to 
the number of procto-sigmoidoscopic 
examinations, Only a small proportion 
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of benign polyps produce symptoms, 
that is bleeding or change in bowel hab- 
its. To wait until such manifestations 
appear may be too late and definitive 
therapy will no longer be curative. 
Our interest today is focused on the 
polyp or polyps beyond the reach of the 
procto-sigmoidoscope. A normal rectum 
gives no assurance that the bowel proxi- 
mally is normal. The presence of a 
polyp within easy reach is an indication 
to search the rest of the colon for addi- 
tional lesions. Unfortunately we have 
only the x-ray examination to discover 
the presence or absence of such lesions. 
All of us are aware of the difficulties en- 
countered by the roentgenologist to vis- 
ualize these aberrations. We have been 
impressed, however, with the frequency 
of polyps beyond the reach of the proc- 
toscope—over 20%—when polyps of 
the rectum are present. | 
The frequency of additional unsus- 
pected polyps of the resected colon in 
patients operated on for carcinoma of 
the bowel has been significant. It has 
been routine, on our service, to’ make 
use of the sterile proctoscope whenever 
the colon is resected. Finding additional 
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polyps beyond the resected area is not 
uncommon and demands further exci- 
sion of bowel, No longer are we con- 
tent to remove several inches of colon 
above and below a malignant lesion. A 
lesion of the right colon requires a right 
hemicolectomy including the hepatic 
flexure and terminal ileum. Carcinoma 
of the transverse colon means removal 
of both flexures. A tumor of the de- 
scending colon necessitates a left hemi- 
colectomy. These are minimal require- 
ments. Many of us advocate even more 
radical resections, demanding that a 
lesion in the vicinity of the hepatic 
flexure or beyond requires removal of 
the transverse and descending colons 
with their mesenteries. Examination of 
such resected bowels has frequently 
demonstrated polyps which otherwise 
would have been missed. 

For several years we have made use 
of the proctoscope on the operating ta- 
ble whenever we have had the occasion 
to open the bowel, whether for carci- 
noma or removal of a polyp. Numerous 
colotomy incisions involving all por- 
tions of the colon are not uncommon, 
to better explore the interior of the 
colon for other lesions. We have re- 
peatedly discovered additional polyps 
or unrecognized carcinomas by this 
maneuver. A significant paper from the 
Mayo Clinic’ reported a series of 131 
autopsies performed within a _ few 
weeks after operation for carcinoma of 
the colon and rectum with 49 instances, 
37.4%, showing polyps in the remain- 
ing colon not recognized preoperatively 
or on the operating table. 

Whereas the use of the proctoscope 
with the bowel opened may offer consid- 
erable additional information, it like- 
wise has its drawbacks. It is especially 
useful in the descending colon. In the 





proximal transverse and ascending colon 
it frequently becomes valueless because 
of the presence of fecal matter which 
cannot be removed, in spite of energetic 
efforts to cleanse the colon preopera- 
tively. 

Follow-up studies on polyps removed 
by transcolonic excision are interesting. 
Recurrences, for the most, are at the site 
of the original lesion. When two or 
more polyps are found in a localized 
area, further polyps and recurrences are 
more prone to occur. Additional polyps 
or recurrences in the area of operation 
have been found in 15% of our cases. 
The great majority of polyps we have 
removed have been benign: malignant 
changes have been observed in 6%. Our 
treatment of polyps of the colon has 
undergone a change in the past several 
years. We are no longer opening the 
colon and removing the polyp, but in- 
stead we are excising that portion of 
the bowel. If several polyps are observed 
a more extensive resection is done. By 
this procedure we feel we can avoid the 
recurrences we have observed. 

Of late our attention was focused on 
the colon presenting multiple polyps. 
frequently distributed in various seg- 
ments. What are we to do in such in- 
stances? Recently we observed several 
patients with polyps scattered through 
all the sections of the colon. Multiple 
colotomy openings, using the procto- 
scope, we felt, would not suffice, A more 
radical procedure had to be taken. 

Several months ago Wangensteen’ re- 
ported his observations on a group with 


1. C. W. Mayo and C, P, Schlicke, Carcinoma 
of Colon and rectum; Study of Metastases and 
recurrences—J. G, & O. 74:83-91, 1942. 

2. R. C. Lillehei and O. H. Wangensteen 
Bowel Function after Colectomy for Cancer 
Polyps and. Diverticulitis, A.M.A.—1I59:163-170, 
1956. 
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multiple colonic polyps on whom he did 
almost a complete colectomy preserving 
only the ileo-cecal area which was 
joined to the upper rectum. This proce- 
dure is said to prevent the diarrhea so 
prevalent when the ileum is anasta- 
mosed to the rectum. Such a procedure 
may seem extremely radical but he 
justifies it by finding many unsuspected 
polyps and malignancies, which other- 
wise might not have been recognized. 
We have had similar experiences. 

We have used this procedure on a 
group of patients presenting polyps in 
several separated areas of the colon and 
have been amazed at the number of 
polyps not suspected or demonstrated 
by x-ray. Palpation of the intact colon, 
unless the polyp is of some size, is un- 
reliable. Colotomy, with introduction of 
the proctoscope, while of considerable 
aid, may give us an unwarranted sense 
of security. In one resected colon where 
five polyps were demonstrated on an 
x-ray film, the resected colon showed 
twenty-two growths. Admitting that the 
procedure of almost complete colectomy 
for multiple polyps of the colon might 
be considered an extremely radical pro- 
cedure, it has the advantages of remov- 
ing the polyps forming as well as the 
carcinomatous developing area of the 
colon. Likewise, the remaining portion 
of the colon, the ileo-cecal area which 
is now joined to the rectum is easily 
accessible to the proctoscope and any 
future recurrences can be destroyed 
from below. 

Case I (Fig. 1) A 52 year old wom- 
an was first seen in February, 1942, be- 
cause of bleeding from the rectum. Proc- 
toscopic examination showed a polyp 
of the rectum—%4 cm. in diameter on 
a short pedicle. This was excised. Be- 
fore the Pathologist completed his ex- 
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amination (frozen section, he felt, was 
not decisive) I was in the Army. In 
1946, she presented herself again com- 
plaining of recurrence of rectal bleed- 
ing. Examining the record of the opera- 
tion four and one-half years previously 
revealed the lesion was an adenocarci- 
noma with involvement of the stalk. 
Proctoscopic examination again showed 
a polyp well away from the original 
lesion. No evidence of the previously 
removed carcinomatous polyp could be 
found. This polyp was benign. One year 
later, during a routine proctoscopic 
examination, a third polyp was removed 
which showed malignant changes, but 
the pedicle was free of invasion, Two 
years later another benign polyp was 
removed. In 1952 another polyp was 
removed showing malignant changes. 
(x-rays of the colon at six month inter- 
vals, since 1946 failed to indicate any 
lesion of the colon). In December, 1954, 
she presented herself for her usual check- 
up at which time she was asymptomatic. 
Proctoscopic examination was negative. 
The x-ray of her colon, however, showed 
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Fig. 2. X-ray showing numerous polyps of the 
colon. 

a lesion of her rectosigmoid. On January 
5, 1955, she was explored and a carci- 
nomatous polyp with a 3 cm. stalk was 
found. The stalk likewise showed car- 
cinomatous invasion. A resection of the 
colon was done and five additional small 
benign polyps were present in the re- 
sected bowel. In December, 1955, (12 
months later), while asymptomatic, a 
colon x-ray showed five polyps in the 
remaining colon. A careful checkup of 
the previous x-rays failed to show these 
polyps. On December 16, 1955, the 
entire colon except for the ileo-cecal 
head was removed and an anastamosis 
of the upper rectum to the ileo-cecal 
area was performed, On opening the 
resected colon the Pathologist found 
twenty-two polyps, two of which showed 
evidence of malignant changes. 

Case Il (Fig. 2) This 55 year old 
woman was seen in 195] because of 
recurrent episodes of diarrhea, consti- 
pation and blood from the rectum. Proc- 
toscopic examination showed a small 
polyp in the ampulla. An x-ray of her 
colon, however, revealed a lesion at the 








junction of the sigmoid and descending 
colon. At operation a carcinomatous 
polypoid lesion was found. The left 
colon, for a distance of 28 cm. above 
the lesion and 12 cm. below was re- 
sected. The polyp found in the rectum 
was benign. 

She was advised of the necessity of 
frequent proctocspoic and x-rays of her 
colon after surgery but to no avail. In 
December, 1955, she entered the hospi- 
tal for a medical condition at which 
time we succeeded in x-raying her colon. 
Polyps in the rest of the colon were 
found. On March 10, 1956, the proce- 
dure described in the previous case was 
done. Nineteen polyps, all benign, were 
found in her resected colon. No evidence 
of malignancy was found elsewhere in 
her abdomen. 

Case Ill (Fig. 3) At the age of two, 
this child developed bleeding from the 
rectum, Several days later a grape-iike 
mass protruded from the anus. This was 
removed and proved to be an adenoma- 
tous polyp. At the age of seven she passed 


Fig. 3. X-ray showing polyp of ascending colon. 
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large quantities of blood from the rec- 
tum. Proctoscopic examination revealed 
two polyps of the rectum which were 
benign. When she was nine years old 
a routine examination 
showed another polyp high in the am- 
pulla, At the age of 12, a checkup of 
her colon showed two polyps in the 
rectosigmoid area beyond the reach of 
the proctoscope. These were removed 
and were benign, In December, 1955, 
at the age of 14, although asympto- 
matic, a polyp of the ascending colon 


proctoscopic 


was discovered on x-ray examination. 

While we hesitated to perform an al- 
most total colectomy on so young a 
child, we approached the parents with 
the possibility of such a procedure, 
knowing that she was a polyp former, 
and would require more surgery for ad- 
ditional lesions. The parents decided 
against the operation, and a_ partial 
colectomy was done for an adenomatous 
pulp. We are convinced, with her his- 
tory, that eventually she will require an 
almost total colectomy. 


Summary and Conclusions 


Polyps of the colon and rectum 
are common lesions in adults after 
the age of 35, although children 
are not immune. Many observers 
feel that carcinoma of the bowel 
arise from previous benign adeno- 
matous polyps. Early recognition of 
such lesions is of the utmost im- 
portance. Recognizing the fact that 
75% of lesions of the rectum and 
colon are within reach of the sig- 
moidoscope, makes the use of the 
proctoscope of utmost importance. 
A proctoscopic examination should 
be made an integral part of every 
physical examination, and every 
physician should be as familiar 
with the proctoscope as he is with 
his stethescope or his blood pres- 
sure apparatus. 

Polyps found in the rectum de- 
mand investigation of the remain- 
ing colon, for the presence of addi- 
tional lesions are not uncommon. 

The presence of several polyps, 
or a cluster of polyps demands wide 
resection. When found in the right 
colon a right hemi-colectomy is the 
operation of choice. In the trans- 
verse colon, the hepatic and splenic 
flexures should be removed. In the 
descending colon a left hemi-colec- 
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tomy is the procedure of choice. 

Polyps scattered throughout the 
colon are best treated by total col- 
ectomy saving the Ileo-cecal valve 
area which is joined to the rectum. 

‘We are convinced that given a 
single polyp in any portion of the 
colon requires a segmental resec- 
tion with end to end anastamosis, 
rather than a colotomy with ex- 
cision of the polyp. Only by such a 
procedure will we prevent future 
polyp formation. 

We must never lose sight of the 
fact that polyps of the colon is a 
life-long disease. The removal of a 
benign lesion of the rectum or 
colon should not make for com- 
placency. Such patients should be 
informed that new polyps or recur- 
rences are apt to follow. They 
should be proctoscoped at frequent 
intervals, and the colon should be 
x-rayed yearly. We have seen new 
polyps form many years after the 
original surgical extirpation, in 
individuals who have been x-rayed 
and proctoscoped at regular in- 
tervals and found to be negative 
for new growths. 
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Ulcerative 


Colitis 


The Present Management with Special Emphasis on 


Sprue Diet 


HENRY A. MONAT, A.B., M.D., F.A.C.P., F.A.C.G. 


The paper I am about to present em- 
braces an internist’s viewpoint. I may 
be accused by the surgeons of being too 
conservative, but I feel we have reached 
a crossroad in the treatment of ulcera- 
tive colitis and that we have to outline 
a blueprint upon which we may decide 
which road to follow: the surgical one 
or the medical one. 
doctor who is called upon to handle this 
disease. He is constantly frustrated, is 
in a continual state of emotional tension 
and many times, just when he is about 
to reach a radical decision, to his pleas- 


I do not envy any 


ant surprise, the disease may turn favor- 
ably and a remission set in. For the 
simplification of the treatment, I have 
divided these patients into three types. 

Type A This type of ulcerative co- 
litis is usually simple and uncompli- 
cated. It starts with some rectal bleed- 
ing. Stools are usually formed. There 
are no symptoms. These patients are 
frequently mistaken for having bleeding 
hemorrhoids. If not treated, the bleed- 
ing continues and the patient begins to 
have frequent stools and may run a low 
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Seminar of the International Academy of Proc- 


tology, The Drake Hotel, Chicago, Illinois, 
April 23-26, 1956. 


Washington, D. C. 


fever. After a while he may start hav- 
ing tenesmus and uncontrolled bowel 
movements. He also begins to become 
more agitated. The barium enema at 
this point is negative. The proctoscopic 
examination reveals friability and trau- 
matic mucosa. These cases are the most 
hopeful ones to treat from a medical 
standpoint. The patient is told firmly 
that he has ulcerative colitis, the serious- 
ness of it, that it requires painstaking 
cooperation on his part in following a 
dietary and modus vivendi routine. He 
is told not to expect complete clearing 
of his symptoms under six months, not 
to be discouraged by occasional exacer- 
bations, and that the prognosis is good. 
For this type of ulcerative colitis we 
give: 
1. Chemical treatment consisting of 
Chlorstrep. 500 mg. every 8 hrs. 
for 4 days with Sulfathalidine 15 
er q. 6 hrs. for 14 days. Two weeks 
rest and the procedure is repeated 
again. At the end of this time of 
treatment, symptomatic and proc- 
toscopic appraisal is required as 
to whether the antibiotic and sulfa 
are to be continued. 


2. Emotional treatment consisting of 
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Thorazine 25 mg. tid. a.c. and 
pari passu Reserpine .25 mg. b.i.d. 
morning and bedtime Thorazine 
is given for a week and Reserpine 
is continued for six months, 

3. Dietary treatment—before detail- 
ing the diet, permit me to preface 
it by stating that for the past 8 
years I have applied this Sprue 
diet in various types of ulcerative 
colitis with universal and dramatic 
success. This diet, in my hands, 
had rapidly diminished the num- 
ber of bowel movements and bleed- 
ing. The strictness of this diet and 
the difficulty of adhering to it 
should be emphasized to the pa- 
tient and he should be told that 
unless he follows it religiously, 
there is no hope for him. 

At the beginning of the treatment, 

the patient is placed on a basic 

regimen consisting of: 
Breakfast: pot cheese, bananas, 
protein milk 
Lunch: ground up lean meat 
(veal, chicken, beef), pot cheese, 
bananas, protein milk 
Dinner: the same as lunch. A 
tablespoon of Knox’s gelatin 
can be added to a glass of pro- 
tein milk with each meal. 
After one week and on improve- 
ment, warm orange juice with 
Knox’s gelatine and eggs are 
added. 
After two weeks and further im- 
provement, meaning solidifica- 
tion of stools, diminution of 
number of bowel movements and 
lessening of bleeding, puréed 
vegetables are added one at a 
time. Supposedly, after addition 
of spinach frequency of stools 
increase, then this vegetable -is 
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withdrawn and another one is 
introduced, such as puréed car- 
rots. 

To reiterate, the principle of sprue diet 
consists of no other carbohydrates ex- 
cept the ones found in fruit and to a 
lesser degree in vegetables, and in pro- 
tein milk. Cereals, including corn, wheat. 
rye or rice in any form are strictly for- 
bidden. Potato is prohibited. Milk. 
other than protein or calcium caseinate 
milk, is not allowed. All foods must be 
completely pureed and mashed, and par- 
taken in small quantities (to minimize 
gastrocolic reflex) ; neither cold nor too 
hot. 
mum roughage is detrimental to colonic 
mucosa for many months. Only after 
six months regular milk and other car- 
bohydrates such as bread or potatoes can 
be gradually reintroduced. Fruit juices 
and honey, being fructoses, can be used 
from the start. In addition to the diet. 
patient receives daily for at least 60 days 
intramuscularly 100 mg of B,, 100 
micrograms of B,., 500 mg of Vitamin 
C. Per os, he receives 4 tablespoons of 
Gerval protein powder and six CVP 
ascorbic acid tablets. 

Type B This type of case starts 
Patient has 12 
or more bloody, mucoid stools, tenesmus. 
abdominal cramping, sharp abdominal 
pains, temperature up to 104°, prostra- 


It is our belief that even the mini- 


with great vehemence. 


tion. This type may not recover and 
die exanguinated unless expert and 
prompt diagnostic and therapeutic pro- 
cedures are instituted. The following 
emergency measures should be started: 
Daily 500 cc of full blood, followed by 
1000 ce of 10% invert Sugar solution in 
normal saline, to which two ampules of 
SoluB with 500 mg of C are added, plus 
75 mg of Vitamin K. Nothing by mouth 
for 72 hours or until diarrhea abates. 
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then proceed with Sprue diet. In addi- 
tion to the transfusions, give also daily 
1000 cc of Protein Hydrolysate with 
similar stipulations as the transfusions 
of blood. By hypo, 100 mg of Achro- 
mycin every 6 hrs., and 25-50 mg of 
Promazine q. 6 hrs. hypodermically. 
Locally, moist poultices to abdomen are 
given. After the temperature abates and 
diarrhea quiets, proceed with regimen 
outlined for Type A. 

Type C This type of ulcerative co- 
litis patient, in our blueprint, is one 
that has remissions and exacerbations 
over a period of years; is never quite 
normal, 
tions such as acute polyarthritis or recto- 


She may also have complica- 


vaginal or rectoinguinal or vesical fis- 
tulae. This is the type that usually ends 
up with the surgeon. Medically, it is a 
pity that the patient has gotten that way 
because with each exacerbation of this 
disease, the colon becomes more dam- 
aged and predisposed to malignant 
changes. Even if remission is accom- 
plished, polyps are encountered procto- 
The treat- 


ment for these cases is to place them on 


scopically very commonly. 


a regimen outlined under Type A; if 
joints are involved inject them with 
hydrocortisone daily until improvement 
ensues. Give by mouth 5 mg. Meticorte- 
lone every 6 hours until there are no 
pains in the joints. Start physiotherapy 
for the joints. In cases of fistulae, estab- 
lish scrupulous rectal hygiene and wait 
for surgical intervention until patient 
is well (proctoscopically and rentgeno- 
logically ). 

The third type of patient with arthritic 
involvement, is the only type where I use 
cortisone. In my experience, cortisone 
gives a momentary relief with a re- 
doubled exacerbation when withdrawn. 
I use Meticortilone just long enough to 





abate arthritic symptoms and no longer. 

Also, this group of patients has to be 
under frequent medical supervision. 
proctoscoped at least once in 3 months 
and x-rayed every 6 months. Any 
rentgenological change from previous 
x-rays, such as thickening or narrow- 
ing of the colon should be looked at with 
suspicion and surgical intervention con- 
templated. The surgical procedure in 
these cases, I feel, should be indivi- 
dualized. I do not subscribe to the idea 
it is the best to do an ileostomy with 
colectomy on all of these cases. True, the 
chances for malignant degeneration is 
great in chronic ulcerative colitis with 
frequent remissions and rentgenological 
changes, but I also know that a great 
psychological and physiological problem 
is presented by a patient with ileostomy. 

I may be accused that I take unneces- 
sary chances with patients of this kind, 
to which I can only reply that in diges- 
tive disorders which are subject to ma- 
lignant changes, one has to take a risk 
anyhow; I do not believe in preventative 
colectomies. 

In conclusion, let me state that cases 
of ulcerative colitis lasting less than 5 
years are usually medical problems and 
after 5 years they become both medical 
and surgical ones, with a strong possi- 
bility of having colectomy with ileos- 
tomy. The internist and surgeon in the 
latter cases must work as a team, 


Summary 


The ulcerative colitis cases were 
divided into three types and man- 
agement of each type was discussed. 
The beneficial effect of Sprue Diet 
was emphasized. The types which 
should have strictly medical man- 
agement were outlined, and when 
surgical intervention should take 
place. 
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The Prophylaxis 


of Cancer in 


Ulcerative Colitis 


The frequent occurrence of cancer of 
the colon and rectum in patients with 
chronic ulcerative colitis has been noted 
by many authors. Sloan, Bargen and 
Gage’ found in a series of two thousand 
cases with a diagnosis of chronic ul- 
cerative colitis registered at the Mayo 
Clinic between 1918 and 1937 and fol- 
lowed until 1949, a presumptive inci- 
dence of carcinoma of the colon and 
rectum of 5.4 per cent and a proven 
incidence of 3.3 per cent. Gleckler and 
Brown? found twelve cases of carcinoma 
in 316 patients with chronic ulcerative 
colitis, an incidence of 3.8 per cent. 
These figures appear to be of serious but 
not alarming significance until we go 
further, and find that the average age of 
the patient in the latter series when car- 
cinoma was diagnosed was 44.3 years, 
and in a smaller series reported by Bar- 
gen, the mean age was 44.3 years. Fig- 
ures compiled from the Connecticut Can- 
cer Record Registry* for the years 1940 
through 1946 indicate an incidence of 
cancer of the colon and rectum for both 
sexes and all ages of 32.4 per hundred 
thousand of the general population. A 
study from the same Registry of the in- 
cidence of cancer of these sites by age 
for the period 1935 through 1946 shows, 
however, that only 10 per cent of the 
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Meriden, Connecticut 
total number of cases so diagnosed oc- 
curred in the age group from 40 through 
49 inclusive. This would indicate an 
average yearly incidence for this age 
group of approximately 3 per hundred 
thousand. If it is assumed that the 66 
proven cases of carcinoma in Bargen’s 
series were discovered at a constant rate 
each year during the 31 year follow-up 
period, and that all two thousand cases 
had been followed from the beginning 
of this time, then the average yearly 
incidence would be one per thousand 
cases. While the two sets of figures are 
not strictly comparable, this suggests 
that in the patient with chronic ulcera- 
tive colitis who lives into the age group 
40 through 49, carcinoma of the colon 
and rectum occurs at least three hundred 
times more commonly than in the gen- 
eral population. 

Actually there is other factual evi- 
dence which would indicate that this 
frequency is even higher. Although there 
were only 66 proven cases in Bargen’s 
series, there were an additional 43 pre- 
sumptive cases. Also, only 50 per cent 
of all patients followed with chronic 
ulcerative colitis lived 20 years or more 
after the initial diagnosis was made at 
the Clinic, the majority of these dying 
from causes other than carcinoma. The 
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average duration of the disease before 
carcinoma was diagnosed in the patients 
studied by Glackler and Brown was 16 
years, and the mean duration of the 
disease before this discovery in an 
earlier series of 41 cases reported by 
Sauer and Bargen* was 17 years. A con- 
siderable number of these patients ex- 
perienced partial or total colectomies 
relatively early in the course of their 
disease, thereby reducing the possibility 
of their developing carcinoma. 

Within the group of colitis patients. 
certain factors seem to favor the de- 
velopment of carcinoma. Whereas poly- 
posis was found in only 387 cases or 
19 per cent of Bargen’s series of 2,000 
cases, it occurred in 43 per cent of those 
with cancer in the series of Gleckler and 
Brown. The incidence of cancer appears 
to be higher in those patients who de- 
velop colitis before the age of 20. In the 
series of 41 cases reported by Sauer and 
Bargen, 27 patients had had chronic 
active disease with few remissions, 3 
had had only short- remissions, and 10 
had had periodic exacerbations with 
long intervals between recurrences. One 
patient had recurrence of his disease in 
the rectal pouch following partial colec- 
tomy. Sidetracking operations do not 
appear to prevent the formation of 
carcinoma since four of the twelve pa- 
tients of Gleckler and Brown had had 
such a procedure carried out. 

An idea of the difficulties which may 
be encountered in the diagnosis and 
management of this grave complication 
of chronic ulcerative colitis can be de- 
rived from a consideration of the fol- 
lowing typical and tragic report of a 
case. 

Case Report A 32 year old white, 
married draftsman was admitted to The 
Meriden Hospital September 9, 1951 
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with a chief complaint of vomiting on 
the morning of admission. This patient 
had been previously admiiied to The 
Meriden Hospital in 1934 with a 
diagnosis of acute appendicitis. An 
emergency operation was performed but 
the appendix was found to be normal 
and was not removed. The terminal 
ileum was seen to be red and edematous 
and the mesenteric lymph nodes in that 
region were considerably enlarged and 
rubbery in consistency. One node was 
taken for biopsy and a diagnosis of 
tuberculous mesenteric adenitis made. 
The patient had been having recurring 
abdominal pains and vomiting for sev- 
eral months prior to the operation, and 
after the operation he felt improved but 
continued to have loose bowel move- 
ments more or less constantly with the 
passage of mucus. He was treated at a 
tuberculosis sanatorium for four months 
but no other evidence of tuberculosis 
was discovered. 

About eight years prior to the present 
admission, he began to visit a doctor 
in another city because of his persistent 
loose bowel movements. A diagnosis oi 
ulcerative colitis was made by proc- 
toscopy and barium enema. Medical 
management was partially effectual bui 
was not carefully and consistently car- 
ried out by the patient. Severe symptoms 
were recurrent and the patient was never 
entirely well. Nine days before admis- 
sion, he began to have rather severe ad- 
dominal pains, which were at first epi- 
gastric and then generalized. During 
this period he lost ten pounds because 
of voluntary food restriction, but did 
not vomit until the day of admission. 

Physical examination on admission 
showed a young, white male who ap- 
peared older than his stated age and 
both acutely and chronically ill. His 
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temperature was 98.6°, blood pressure 
110/76, pulse 90 and respiration 24. 
The skin and mucous membrane showed 
dehydration. The abdomen was dis- 
tended, a scar was seen to the left of the 
midline in the mid portion of the ab- 
domen. Peristalsis was hyperactive and 
high pitched. There was generalized 
tenderness but no mass was paipable. 
On rectal examination, there was scar- 
ring in the midline posteriorly and a 
small, non-tender mass present inside 
the rectum just to the right of the mid- 
line. 

Laboratory findings were as follows: 
urine was essentially negative, hemo- 
globin was 12.4 gm., white cells 11,750. 
with 89 per cent polymorphnuclears of 
which ten were stab forms. Blood sugar 
was 100 mg. per cent, and non protein 
nitrogen 48.5 mg. per cent. The total 
serum protein was 6.21 gm. per cent with 
albumin 4.76 gm. per cent and globulin 
1.45 gm. per cent. Serum chlorides were 
94.5 m.e.q. per liter. A plain x-ray film 
of the adbomen showed evidence of ob- 
struction low down in the small bowel or 
in the right colon. 

An emergency sigmoidoscopy was car- 
ried out. The mucosa of the rectum and 
lower sigmoid colon presented a granu- 
lar appearance, and bled easily to 
touch. No normal mucosal folds were 
seen and there appeared to be rigidity 
of the entire rectum. Some mucus mixed 
with feces was seen. There was no gross 
bleeding or any evidence of polyp for- 
mation or malignancy. At the anal out- 
let in the midline posteriorly, there was 
a transverse band of fibrous tissue with 
some superficial fissuring. Just inside 
this was a rounded, firm, slightly tender 
but not fluctuant mass measuring about 
3 cm. in diameter. It distended the 
mucosa smoothly but was relatively fixed 





in the rectal wall. Barrum enema follow- 
ing this showed an obstruction in the 
ascending colon and a rectal stricture. 
A. chest x-ray was negative. 

A Miller-Abbott tube was passed 
down into the cecum and was in place 
between 9/12 and 9/19/51. X-rays 
taken with barium injected through the 
Miller-Abbott tube demonstrated the 
obstruction to be due apparently to a 
carcinoma in the right colon. Ex- 
ploration of the abdomen was car- 
ried out through a right rectus incision 
on 9/21/51. There were about 700 cc. 
of straw colored fluid in the peritonea! 
cavity, The small intestine was distended 
and somewhat inflamed in appearance 
and markedly atonic. The omentum was 
studded with what appeared to be meta- 
static carcinoma. There were also im- 
plants of carcinoma on the parietal peri- 
toneum and many enlarged nodes scat- 
tered throughout the mesentery of the 
large bowel. There was a constricting, 
hard tumor of the hepatic flexure of the 
right colon, which fixed this structure 
against the posterior parietal perito- 
neum. The colon proximal and distal to 
this appeared to be normal. Frozen sec- 
tion of a nodule from the omentum 
showed adenocarcinoma. A side-to-side 
anastomosis was carried out between the 
terminal ileum and the transverse colon. 

The patient made an entirely unevent- 
ful recovery from the operative proce- 
dure and was discharged walking in 
good general condition on 10/5/51. 
Occasional epigastric distress and some 
back pain was relieved by taking .03 
gm. of codeine. After taking several 
trips, the patient was anxious to return 
to work and in February, 1952, went 
back on a part time basis for almost a 
month. At the end of that time he began 
to have severe pain in his abdomen and 
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his right leg, lost weight and ran an 
intermittent fever. A hard mass de- 
veloped on the right side of the abdomen 
and it became apparent that a perfora- 
tion at the site of carcinoma had ap- 
parently occurred extra - peritoneally. 
After unsuccessful treatment with sul- 
fonamides and antibiotics, a large ret- 
roperitoneal abscess was drained on 
4/8/52. The patient’s condition de- 
teriorated rapidly and he expired on 
4/19/52, approximately seven months 
after a diagnosis of carcinoma had been 
made and palliative surgery performed. 

Postmortem examination showed 2 
single, large carcinoma involving the 
upper ascending colon and the hepatic 
flexure. The remainder of the colon 
showed typical scarring associated with 
previous ulcerative colitis, but no evi- 
dence of recent activity. No polypoid 
growths were seen in any part of the 
colon away from the lesion. The ileo- 
colostomy was patent and not involved 
with carcinoma. 

Discussion Sauer and Bargen* em- 
phasize that the majority of patients with 
carcinoma in their series seemed to be 
able to delineate a change in the nature 
of their symptoms which preceded the 
discovery of carcinoma. There were only 
three who did not discern any change. 
Since patients with chronic ulcerative 
colitis may become accustomed to a va- 
riety of symptoms of varying severity, 
it is clear that the importance of a 
change in symptoms as a prognostic tool 
in the diagnosis of carcinoma of the 
colon must depend upon the frequency 
with which these patients are re-exam- 
ined and carefully questioned. 

A more common occurrence of carci- 
noma amongst those chronic patients 
with polypoid changes has already been 
noted. These pseudoadenomatous polyps 
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are multiple in about 75 per cent of ail 
such occurrences according to Bargen. 
Of particular importance is the fact that 
according to their observations, 77 per 
cent of these polyps occur in the rectum 
where they may be visualized by the 
sigmoidoscope, biopsied, and, if it seems 
advisable, removed by the electro-cau- 
tery. 

The serious prognostic significance of 
the occurrence of carcinoma in chronic 
ulcerative colitis is brought out by the 
fact that among the 109 patients in Bar- 
gen’s' series presumed and proven to 
have carcinoma, only three were known 
to be living five years or longer after 
diagnosis and removal of their lesion. 
Two factors are undoubtedly responsible 
for this low survival rate. Probably of 
greater significance is the delay incurred 
by failure of the patient and physician 
to recognize that a persistence or re- 
currence of symptoms of the chronic 
condition may presage the occurrence of 
a new disease. Because we are uncertain 
of the absolute significance of grading 
carcinoma, it is more difficult to evalu- 
ate the significance of finding among 
74 separate lesions of carcinoma 40 per 
cent that were graded either three or 
four. 

There is widespread interest among 
the public and medical profession today, 
stimulated by the publicity and educa- 
tion programs of the American Cancer 
Society, in the problem of finding can- 
cer in its early stages. A search for can- 
cer in large groups of people who are 
presumably well or who have not de- 
veloped any of the classical symptoms, 
is difficult, expensive and largely un- 
rewarding. It should be apparent from 
the foregoing consideration that in the 
group of patients with chronic ulcera- 
tive colitis, careful and repeated follow- 
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up examinations will yield an extraor- 
dinarily high incidence of cases of carci- 
noma even for a site which has been 
demonstrated in the Connecticut Cancer 
Registry® to be the most frequent single 
site of occurrence of carcinoma in the 
human body. The scope of such an 
examination can be narrowed to include 
a careful history taking, examination of 
the abdomen and rectum, sigmoidoscopic 
examination and x-ray of the colon fol- 
lowing the administration of barium. 
The total number of patients so afflicted 
is not unnecessarily large in the average 
community and, therefore, a frequent re- 
examination, say every three months, 
should be feasible. 

Careful attention to this program oi 
management should yield a high divi- 
dend in the discovery of cancer before 





it has reached the inoperable stage. Re- 
sults of these studies indicate, however. 
that in those patients who have had the 
disease for nine years or more, who have 
had persistent or frequently recurring 
symptoms, who have experienced a 
change in the character of their symp- 
toms to a major degree, or in whose 
colons and rectums pseudoadenomatous 
polyps have been identified, should 
probably be treated by total colectomy 
regardless of the remission of symptoms 
that may be obiained by medical man- 
agement. 

This method would seem to provide 
the best hopes of saving the lives 
of these patients by removing small 
carcinomas before they can be detected 
by any means, and forestalling the de- 
velopment of other carcinomas. 


Summary 


The incidence of carcinoma of 
the colon and rectum appears to be 
more than 300 times that for the 
general population in patients with 
chronic ulcerative colitis in the age 
groups in which this disease is 
prevalent. 

A typical case of carcinoma 
developing in a young man with 
ulcerative colitis is presented. An 
important step in cancer detec- 
tion can be taken by insisting on 


frequent, thorough follow-up ex- 
aminations of patients with chronic 
ulcerative colitis. Cancer may be 
prevented in these patients by per- 
forming total colectomy on those 
patients who have had the disease 
for nine years or more, who have 
had persistent or frequently re- 
curring symptoms, who have ex- 
perienced a major change in 
symptoms or have pseudoadeno- 
matous polyps of the colon. 
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Management of 


Urological Complication 


of Rectal Surgery 


It has been stated that “there is an 
almost universal occurrence of hemor- 
rhoids in the adult” and “urinary re- 
tention is probably the most frequent 
complication of anorectal surgery and 
occurs particularly after hemorrhoi- 
dectomy.”? 

Since hemorrhoidectomy occupies at 
least fifty percent of the surgery done by 
the proctologist, he must perforce give 
considerable thought to the problem of 
urinary retention. It must be alarming 
to a patient to have faced and gone 
through an operative procedure of the 
rectum for which he has prepared him- 
self psychologically and then find that 
he cannot void. It is annoying even if 
the episode is brief but may become 
extremely aggravating if prolonged. 

It is well then to review this problem 
—the etiological possibilities, and the 
therapy to follow, since it may vary with 
the cause. 

It has been observed that urinary 
retention occurs more frequently in the 
male; and it will persist less in the fe- 
male. 

As it appears to me, there are several 
causative factors producing post-hemor- 
rhoidectomy retention: 

1. Trauma to the sympathetic and 
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somatic nerve fibers common to both 
the bladder and anus.” This results in 
the intense spasm induced by the af- 
ferent impulses originating in the pain- 
ful post-operative area. Because of this. 
reflex spasm occurs in the deep urethra 
and bladder neck thus offsetting the ef- 
forts of the detrusor muscle to empty 
the bladder. Urinary retention ensues. 

2. Excessive post-operative edema of 
the rectal area involving contiguous 
structures. 

3. Prolonged overdistention of the 
bladder. 

4, Bladder neck and urethral pathol- 
ogy. 

5. The anesthesia as an etiological 
factor: 

a. hyperconcentrated solution in “sad- 
dle block anesthesia” —the hyperbaric 
solution. 

b. contamination of anesthetic fluid 
by the antiseptic in which the vial has 
been immersed. 

These then are the etiological possi- 
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bilities. Is there anything we can do to 
avoid them? What can we do regarding 
each of these, once urinary retention 
takes place? 

1. The spasm which takes place in- 
volving the innervation, incident to the 
operative procedure itself, cannot be 
avoided. Here the individual response of 
each patient will vary greatly: just to 
get the patient out of bed to void wili 
be sufficient to help some patients; the 
effect of running water will sometimes 
help; heat applied to the perineum may 
be helpful; and others will need just one 
catheterisation. At any rate, it is wise 
to avoid letting the patient go longer 
than six to eight hours before catheteri- 
zation is done. 

2. Occasionally excessive post-opera- 
tive edema of the anal tissues are ob- 
served. This means that the same process 
is probably present in the peri-rectal and 
peri-vesical tissues. This may be an in- 
dividual patient response to the opera- 
tion or it may be due to unnecessary 
trauma during the surgical procedure. 
The engorged edematous porky tissue 
impairs proper contractibility of the 
bladder and bladder neck. This post- 
operative tissue edema varies with the 
type of operation:—more following 
clamp and cautery, less following careful 
cold dissection. Therefore—a little more 
care during the operative procedure will 
avoid this type of pathology. 

3. As part of the problem of the 
causative factors, one and two, we have 
to decide how long we shall permit the 
patient to go before catheterisation. 
There should be no equivocation about 
this matter. No patient must be allowed 
to develop an overdistended bladder. 
As soon as it is realised that a patient 
has not voided for some time he or 
she must be observed closely. This is 


particularly true if for some reason the 
patient has started to vomit after the 
operation and he has been given intra- 
venous fluids. Renal function being 
normal he must produce urine. If after 
six to eight hours, urination has not 
taken place, the usual methods should 
be instituted, e.g.: stand him to void, 
running water, and if necessary 5 mgm. 
urecholine intramuscularly. If that does 
not succeed, catheterise the patient. If 
the bladder is permitted to overdistend 
too long, a temporary detrusor paralysis 
ensues. Attention to this matter of over- 
distention is the duty of the nurse and 
physician since the patient may not com- 
plain because of a prolonged anesthesia. 
Then again, the nurses may be busy and 
despite complaints, the retention with 
consequent bladder overdistention may 
go over eight hours. More than one 
catherterisation then becomes a neces- 
sity. Now here is where the choice arises 
between intermittent catheterisation and 
the inlying catheter (Foley). If one were 
sure that the personnel responsible for 
catheterisation of the patient were ex- 
pert and would do so on the clock as 
ordered, there would be no objection 
to the intermittent program. It is rare 
that one can be sure of getting such an 
individual or team no matter what 
hospital. In view of that, it is safer to 
rely on constant drainage with a Foley 
catheter size 16F with a 5 cc. bag—at- 
tached to a sterile glass adaptor and then 
to sterile rubber tubing of wider caliber 
emptying into a large sterile jar. As soon 
as catheterisation is instituted, either in- 
termittent or constant,—chemotherapy 
is started. 

After the patient has been placed on 
constant drainage the question arises 
as to when the catheter should be re- 
moved. With some patients this decision 
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is easy. They start to void around the 
catheter in twenty-four to thirty-six 
hours. This is a signal that the catheter 
is no longer needed. Others may not have 
this phenomenon but will feel as if they 
can void; removal of the catheter may 
be followed by success in voiding. Still 
others have no such indications—one 
may remove the catheter at the end of 
three days and wait from six to eight 
hours. If they do not void at all the 
catheter must be replaced. If they void 
in small amounts and have to strain 
you can be sure that they are building 
up a residual. If they feel full and un- 
comfortable catheterise them and if the 
residual is not more than six ounces 
prescribe urecholine 5 mgm. every three 
hours orally. If they have been voiding 
in small amounts with a total of less 
than 250 cc. in twelve hours, catheterise 
for residual and if not too large, place on 
the same medication. 

In the more serious overdistentions a 
return to inlying catheter may be neces- 
sary for several days to several weeks. 

The practice of instilling argyrol, 
mercurochrome or silver nitrate into 
the bladder is no longer recommended. 
It is difficult to understand how this 
maneuver will affect an overdistended 
atonic bladder or a bladder which is 
atonic due to a neurogenic cause. 

As soon as the patients can take hot 
sitz baths this should be done. Its ef- 
fect on the reduction of edema and in- 
flammation involving the nerve endings 
is quite dramatic. 

4. A cause of urinary retention un- 
related to the operation but “triggered” 
by it is pre-existing bladder neck or 
urethral pathology. This is especially 
so in the male where there may be pres- 
ent the various types of obstructive 
uropathies at the bladder neck or strict- 
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ures of the urethra. In the female we 
may encounter hypertrophy of the floor 
of the bladder neck, stricture of the 
meatus or urethra, or an_ extensive 
cystocele. 

Eliciting a brief history of urinary 
symptomatology will warn the procto- 
logic surgeon. In addition many elderly 
men with severe obstructive neck patho- 
logy will have hemorrhoids as_ their 
only complaint. Rectal palpation will re- 
veal a large prostate gland. Then they 
will admit to urinary difficulties which 
they had come to take for granted. 

Whether the obstruction is taken care 
of previous to rectal surgery will depend 
on the judgement of the proctologist 
and his chosen urologic consultant. 
Wherever obstruction’ at the bladder 
neck is present it is wise to pass a Foley 
catheter into the bladder for constant 
drainage before the beginning of the 
ano-rectal surgery. 

It has been suggested in the literature 
that each case about to have a rectal 
operation have an evaluation of bladder 
function with rectal examination, cathe- 
terisation for residual, cystoscopy, [VP 
and cystometric studies. This seems im- 
practical as a routine procedure. The 
presenting symptoms and simple physi- 
cal examination should be a guide as to 
how far the urologic study should be 
pursued in each case. 

While on the subject, it is well to 
mention again that the inlying catheter 
be of small caliber;—size 16F was men- 
tioned. Occasionally we encounter men 
who have a meatus of small caliber so 
that room for urethral gland drainage 
is inadequate. If, when passing the 
catheter, one notes that it is tight—use 
a smaller size—l4F, or if necessary 
strap in a #12 Robinson catheter. In- 
adequate drainage of the glands of Lit- 
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tre and the prostatic glands can result 
in deep-seated infection, which can lead 
to severe morbidity. 

Finally—spinal anesthesia can be an 
etiological factor in urinary retention 
following rectal surgery. This is il- 
lustrated by the following case: a young 
married female—33—had a _hemor- 
rhoidectomy 10/3/55. There was noth- 
ing unusual in her past history. Her 
post-operative convalescence was normal 
other than the inability to void the day 
of the operation. The usual devices were 
tried but catheterisation had to be done. 
Following this, inability to void persisted 
so she was placed on intermittent cathe- 
terisation. This continued thru 10/4/55 
plus with the use of urecholine, in- 
tramuscularly, 5:mgm. t.i.d. Still void- 
ing did not start. She was placed on con- 
stant Foley drainage on 10/6/55 and 
the Foley was removed on the morning 
of 10/8/55. She voided in drops with 
much effort and by 1:30 P.M. a residual 
was taken and found to be 750 cc. On 
urologic advice late that afternoon she 
was replaced on constant drainage. Her 
general condition was good and she was 
ambulatory, but in addition to this dif- 
ficulty of micturition, she had not moved 
her bowels after the initial post-operative 
enema. Her pre-operative bowel history 
was 2-3 movements per day. Another 
enema had to be given. On 10/9/55 
urecholine, 5 mgm. orally, was started 
at 6:00 A.M. and the inlying catheter 
removed at 9:00 A.M. Small voidings 
began but it soon became obvious that 
the total output was inadequate and that 
she was building a large residual. Her 
fluid intake was purposely kept moder- 
ate. She was straining to void; in addi- 
tion a normal bowel movement had not 
taken place as yet. 

The urethra was 


inspected and 


palpated without finding edema and 
none was noted in the operative area. 

Cystoscopy and urethroscopy dis- 
closed no hypertrophy of the bladder 
neck; no cystocele, no thickening of the 
urethra. 

Cystogram demonstrated a dilated 
bladder. 

Cystometric study showed a moderate 
“shift” to the right with the first desire 
to void at 800 cc. 

It was obvious that there was: 

a. no intrinsic urologic pathology as 
a causative factor 

b. the operative procedure was no 
longer to blame either from localized 
edema or local innervation trauma 

c. overdistention of the bladder had 
been combatted from the onset. 

The question arose of the possibility 
that the 

d. spinal anesthesia was the cause. 
A hyperbaric solution had been used for 
a “saddle block anesthesia” and because 
of a heavy back, slight difficulty had 
been met with. Here were the ingredients 
for some damage to the common inner- 
vation of the bladder and rectum thru 
their sympathetic and somatic fibers. 
The anesthesia had produced a cauda 
equina syndrome. ‘Therefore she had 
additional constant drainage with im- 
provement. The prognosis was good but 
more time was necessary. Eighteen days 
later she still carried 230 c.c. residual 
and was constipated. 

The use of a hyperbaric spinal solu- 
tion can therefore bring about prolonged 
anesthesia of the innervation of the blad- 
der. The ultimate prognosis is good but 
it can give days to weeks of annoyance 
and embarrassment. It may therefore 
be suggested that a hypobaric solution 
be used. 

Finally—some hospitals permit im- 
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mersion of the vials of the anesthesic in 
a detergent antiseptic solution. It is 
known that permeation through micro- 
scopic cracks of the glass is possible and 
then this may result in a contaminated 
anesthetic fluid. 

Before leaving the subject of hemor- 
rhoidectomy with urinary retention as 
a complication, it is well to leave one 
note of caution regarding post-hemor- 
rhoidectomy examination of the pros- 
tate per rectum: Case: a 63-year-old man 
recently operated for hemorrhoids went 
into urinary retention; rectal palpation 
previous to the operation showed the 
presence of a large prostate. Follow- 
ing an uneventful convalescence he was 
transferred to the Urology Service. The 
House Officer proceeded to confirm the 
diagnosis by rectal palpation of the 
prostate. The examination was evidently 
Four days later and 
eleven days after the operation the pa- 
tient suddenly developed dyspnea, pain 
in the chest, cyanosis, a marked drop in 
blood pressure, coughed up a prune 
juice colored sputum. The diagnosis 
proved to be a pulmonary infarct. Ex- 
amination of the legs shows no evidence 
of thrombo-phlebitis. There was no 
doubt that the episode had originated in 
the prostato-rectal area following the 
rather vigorous examination. Fortu- 
nately heparin therapy prevented a 
tragic outcome. 

To recapitulate—the transitory uri- 
nary retention following hemorrhoidec- 
tomy is no serious problem, but when it 
persists it can be very trying. One then 
must decide on the etiology accurately 
so that proper therapy can be applied. 
One must not be reluctant to use an in- 
lying Foley catheter of small caliber 
early, especially in the male. What is 
most important, the patient must be 


overenthusiastic, 
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made to realize that this complication is 
not unexpected and that relief will take 
place eventually. 

Urologic Complications of Ex- 
cision of the Rectum The abdomino- 
perineal operation for excision of 
malignancy of the rectum or sigmoid 
major procedures 
Here again 


is one of the 
facing the rectal surgeon. 
the urologic complications are not in- 
considerable. Watson and Williams’ 
report that out of 50 such cases 50% 
had more than 5 oz. residual urine foi- 
lowing removal of the catheter on the 
2nd to 4th day. But by the time of dis- 
charge 44 patients had no residual. 
Baumrucker and Shaw‘ report that of 
105 patients who had abdomino-perineal 
resections of the rectum there were 6 
ureteral injuries. 6 post-operative peri- 
neal fistulae and 21 with persistant post- 
operative residual urine; 84 patients had 
no bladder dysfunction. In 4% per- 
sistent urinary retention was due to pain 
from pericystitis, perineal matastases or 
to parasympathetic nerve damage. 
Campbell and Gislason® state that ab- 
domino-perineal rectosigmoidectomy 
may result in the following urologic 
difficulties: 
1. urinary tract infection 
2. urinary retention 
3. local extension of the cancer to 
the urinary tract 
4. surgical injury to the urinary tract. 
Urinary retention beyond the immediate 
post-operative period is the most fre- 
quent urological problem. The etiology 
of this is 
a. damage to the nerve supply of ihe 
bladder 
b. angulation of the bladder neck due 
to loss of perineal supports; the 
backward displacement of the blad- 
der and prostate. 
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c. direct trauma to the bladder base 
resulting in a traumatic pericys- 
titis causes inability of the detru- 
sor to function (inflexibility of the 
bladder wall). 

This operation takes place most often 
in the older age group so that bladder 
neck obstructive pathology is a common 
concomitant finding. Here any ques- 
tion as to whether the prostatic obstruc- 
tion should be handled first is not even 
academic. The malignant lesion must 
be operated first. Care of the obstruc- 
tive uropathy can be done later if suc- 
cess has attended the primary procedure. 
The following studies in addition to 
complete blood studies will be helpful 
in the prevention of trouble in both male 
and female previous to operation:— 
IVP, residual urine, evaluation of the 
prostatic size in the male. The IVP may 
give advance information as to the ex- 
tent of infiltration of the 
pathology :—medial deviation of both 


local 


ureters in their lower third indicates ex- 
tensive spread of the disease. Just pre- 
vious to operation insertion of cathe- 
ters in each ureter plus an inlying cathe- 
ter for bladder drainage will help in 
distinguishing these three structures in 
operative fields which may be a mass 
of porky, sanguinous, chaotic tissue. 
Following the operation one must not 
be in a hurry to remove the catheter. 

The author recommends that at this 
point—an efficiently working team of 
rectal surgeon and urologist could easily 
do a prostatectomy of a large obstruct- 
ing gland. 

When a urologist does a_ perineal 
enucleation of the prostate, it is the 
approach to the prostate which takes 
most of his time because he has to be 
careful to avoid injury to the rectum. 
The enucleation is really rapid. At this 





point in abdomino-perineal surgery the 
exposure is magnificent, the prostate is 
almost in the way, and prostatectomy at 
this point would be a great boon to the 
patient. It would not add more than one 
half hour to the operative time. 

micturition ability 
using the various 
above for urinary 
hemorrhoidectomy. 


In the female, 
eventually returns 
methods described 
retention following 
In some—persistence may necessitate 
transurethral resection of a hypertro- 
phied bladder neck. 

In the male—vesical function will 
gradually return if there is no obstruc- 
tion at the bladder neck. On the other 
hand, even though voiding appears satis- 
factory following removal of the cathe- 
ter, get a residual 24 hours afterward. 
If it is more than 5 oz.—a thorough uro- 
logic study should then be done if not 
done previous to operation. If the ob- 
structing gland is moderately enlarged a 
TUR will bring satisfactory results. If 
the gland is very large-—my choice of 
operation is per perineum, for the con- 
ditions are now ideal for this approach. 
One avoids the abdominal approach be- 
cause of the colostomy, with the possi- 
bility of contamination. There is now 
no longer need for fear of tearing into 
the rectum and the tendency for incon- 
tinence which follows this approach (8- 
9% under ordinary conditions) becomes 
an asset and makes voiding easier. 

Urinary tract infection occurs in a 
high percent of patients; in one group 
there were 2 cases out of 50 patients 
prior to operation but 74% at discharge 
from the hospital. Attention to adequate 
emptying of the bladder plus chemo- 
therapy will do much to control this. 

Infrequently a perineal urinary fistula 
will occur due to trauma or devitalisa- 


tion of the bladder wall. This will in- 
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variably close with the use of a Foley 
catheter. As to invasion of the urinary 
tract by the original lesion—this was 
seen recently in a man in the middle six- 
ties. Abdomino-perineal excision of a 
recto-sigmoid carcinoma had been done. 
He had a colostomy. Urinary retention 
took place which was treated for three 
months by inlying catheter. Then when 
his condition permitted, TUR was done 
with satisfactory results. He returned 
to work, but about one year later he 
began to have difficulty once more; a 
large residual returned. Cystometric 
study showed good bladder tone. Cysto- 
urethroscopy showed the presence of 
some obstructive tissue. It was decided 
to resect this. Plans were made to do 
this in two weeks. In the meantime 
hematuria occurred. At 
transurethrally, the change was astound- 
ing; where the bladder 
prostatic .rethra has been smooth two 
weeks previously—one could now see de- 


operation. 


neck and 


finitely malignant tissue—not at all 
characteristic of the prostate but of the 
bowel. Recurrence was of a rapidly 
growing rectal carcinoma. Needless to 
say—deterioration took place rapidly. 

Vesico-Colic Fistula Fistulous 
communications between the bladder 
and the intestinal tract are generally 
due to an inflammatory or neoplastic 
lesion originating in the bowel. Occa- 
sionally the causative lesion lies within 
the bladder. Vesico-intestinal fistulae 
may also be due to trauma or may 
be of congenital origin as when as- 
sociated with imperforate anus. For the 
purpose of this paper we shall confine 
our remarks to intestino-vesical fistula 
caused by sigmoid diverticulitis or car- 
Diverti- 





cinoma of the recto-sigmoid. 
culitis accounts for 50% of the cases. 
The most frequent location of the 
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pathology is on the posterior wall of the 
bladder near the trigone or in the upper 
zone; if the involvement is with the 
pelvic colon or rectum, the opening is 
generally on the left side of the bladder. 

On cystoscopy a generalized cystitis 
is usually present; the lesion which has 
involved the bladder causes a reddened 
edema, often ulcerated in appearance. 
The opening may be hard to find unless 
bubbles of air or particles of feces hap- 
pen to escape at the time of observation. 
When the openings into the bladder are 
high up on the fundus a short tract will 
be found. When the fistula is low on the 
posterior wall—a long tract will be 
found. Fistula may occur at any age. 
but most often between forty and seventy 
years. 

They occur five times more often in 
males. 

When a patient with sigmoid diverti- 
culitis has urinary symptoms, look out 
for a fistula. . 

The development of a fistula is usually 
insidious. There is a deterioration in 
general health; pain over the left lower 
quadrant is frequent and there is ten- 
derness there. Then the patient will ex- 
perience bouts of urinary frequency and 
dysuria with fever and chills. There 
may be periods of complete remission. 
If an abscess between the sigmoid or 
rectum and bladder forms, it may rup- 
ture into the bladder and a large amount 
of pus may be discharged in the urine. 
Then pneumaturia may appear. On the 
other hand, the patient may have vague 
abdominal and_ bowel 
which a barium enema is done. 
barium appears in the urine. 

Occasionally the reverse may take 


symptoms for 


The 


place—passage of urine per rectum and 
frequent watery bowel movements in the 
presence of prostatic obstruction. 
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The positive diagnosis is made by the 
pneumaturia, passage of feces from the 
bladder; cystogram may demonstrate 
the fistula; the barium enema may do 
the same; finally the fistulous tract may 
be seen by either or both cystoscopy and 
sigmoidoscopy. 

Prognosis: spontaneous healing is a 
rare possibility. Prevention would be 
the ideal and is possible in the pre- 
fistula stage of diverticulitis. 

The use of chemotherapy to attempt 
to control the bladder infection in this 
condition should not be counted on as 
a cure; negative urines may be obtained 
but the symptoms and condition will per- 
sist. An ascending renal infection may 
result in a septic pyelonephritis which 
may become uncontrollable. 

The correction is surgical: early bowel 
resection in diverticulitis when the indi- 
cations are present. Whether one does 
a two stage or a three stage procedure 
depends upon the conditions present in 
the individual case. Here one must 
rely on the judgment of the rectal 
surgeon. 

CASE |.: W. Mc.—age 61—white 
male, treated for “virus infection” for 
three weeks. Given various chemo- 
therapeutic agents with improvemeni 
while using these drugs but following 
cessation of therapy there was a flare- 
up of fever and malaise. Finally passed 
bloody, cloudy urine; was given chloro- 
mycetin with improvement but recur- 
rence of symptoms with cessation of 
drug. Admitted to hospital and cysto- 
scopy showed urine mixed with feces: 
edema at postero-superior left wall of 
bladder. Cystogram demonstrated skio- 
dan entering large bowel. Barium enema 
confirmed vesico-rectal fistula and pres- 
ence of diverticulitis. Sigmoidoscopic ex- 
amination gave no positive information. 






Transverse colostomy was done. Pa- 
tient improved. Six months later, with 
ureteral catheters in the ureters, resec- 
tion of the bowel and closure of the 
bladder fistula were done. Uneventful 
convalescence. 

In the experience of the author with 
this condition, both privately and on the 
House Services, it has been noted that 
it is better to go forward slowly. In the 
very old or debilitated, just a permanent 
colostomy has been found to result in a 
pronounced improvement in the general 
well-being of the patient. 

Ureteral Trauma In the course of 
radical surgery of the rectum and sig- 
moid, injury to one or both ureters 
may occur. If this is recognized and 
the injured structure is not involved 
by the lesion, anastomosis of the 
cut ends should be done. If the distal 
cut portion of the ureter is involved 
in the malignancy, then intubating 
the proximal portion of the ureter 
in situ, bringing it out to the skin, or 
implanting it into bowel are the choices 
open to the surgeon. Under no circum- 
stances should he tie off the proximal 
cut ureter or do a nephrectomy unless 
he knows for sure, by studies just prior 
to the operation, that the contralateral 
kidney is normal. If perchance both 
ureters have been damaged so that bi- 
lateral diversion of the urinary stream 
must be done—then the surgeon must de- 
cide on ureterocutaneous anastomosis, 
implantation into the sigmoid using a 
mucosa-to-mucosa plus trough technique, 
or transplantation into an isolated loop 
of ileum. The choice of operation de- 
pends on the conditions at hand and the 
procedure with which the surgeon is 
most familiar. 

Many surgeons are quite sure that 
injury to the ureters need not occur if 
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Better visualization and smoother manipulation 
permit improved techniques 
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8 power magnification. The efficiency and serviceability of the triple- 
jawed grasping forceps and of the revised Frankfeldt snare have 
been greatly increased. The Yeomans biopsy punch, 3 lens inflating 
caps, an insufflation bulb and a variable size speculum are also 
provided with the instrument. 
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an adequate surgical exposure is ob- 
tained. 

Nevertheless, the 
extensive and the operative field is in- 
volved in dense edema, it is reassuring 
to be able to palpate inlying ureteral 


when lesion is 





catheters which have been passed up the 
ureters before operation. 

One must not be too proud to take 
advantage of retrograde catheterisation 
of the ureters. There is too much at 
stake. 
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Gastroenterological Convention 

The Annual Convention of the American College of 
Gastroenterology will be held at The Roosevelt in New 
York City on October 15, 16, 17, 1956. 

The program this year will feature six panel discus- 
sions on the diseases of the gastrointestinal tract, one to 
be presented by each of the six medical schools in New 
York City. In addition, there will be individual papers 
and a special motion picture program. 

Following the Convention, the Annual Course in Post- 
graduate Gastroenterology, under the personal direction 
of Dr. Owen H. Wangensteen of Minneapolis, Minn. and 
Dr. I. Snapper of Brooklyn, N. Y., will take place on 
October 18, 19, 20, 1956, at The Roosevelt and the new 
Metropolitan Hospital Center. The faculty for the Course 
has been chosen from the medical schools in New York 
and adjacent areas. The Postgraduate Course will be open 
only to those who have registered in advance. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


CHRISTOPHER'S TEXTBOOK OF SURGERY. 
Edited by Loyal Davis, M.D., Chairman of 
the Department of Surgery, Northwestern 
University Medical School. Sixth Edition. 
1484 pages, 1359 illustrations on 716 
figures. W. B, Saunders Company, Philadel- 
phia, London, 1956. 


This classical textbook continues to main- 
tain a preeminent position in its sixth edi- 
tion. Each of the contributors is an authority 
in his field, and each has written a section in 
his own style. However, the editing throughout 
produces a well integrated textbook. 

Illustrations are adequate, and in many 
cases—quite extensive. The arrangement of the 
text makes for easy reading and study. 

The proctologist will find much of interest, 
and excellent material on the colon by Welch, 





and the anal canal and rectum by Nesselrod. 

The book is recommended to the student, 
the practicing general surgeon, and the surgi- 
cal specialist. 


PROCTOLOGY by Harry E. Bacon, B.S., M.D., 
50D, 14D; RGM... (Lond) FACS. 
FANGS. Aton, Ps. (tone); (Fd26:S, 
(Hon.), F.B.C.S. (Hon.), Professor and Head 
Department Proctology, Temple University 
Medical School, Diplomate American Board 
Surgery, President-elect, American Board 
Proctology; Stuart T. Ross, A.B. M.D. 
F.A.C.S., F.A.P.S., F.1.C.S., Attending Proc- 
tologist Nassau Hospital, Mineola, Mercy 
Hospital, Rockville Centre; President Amer- 
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Safety —no irritants 

















Corto —reducible dosages 







fm, 1” Any Age ~ $uited to 
po GY your patients’ 
2 preference: 


e Zymenol, easy-to-take 
emulsion 
e Zymelose, convenient 
tablets and tasty granules 


ALL CONTAIN BREWERS YEAST . . . NO SUGAR 














For safety For control, 

and gentleness in prevention 

a fast-acting laxative, of bedsores, 
prescribe 


write for Zylax tablets 















BSP Liquid 












4122 THE AMERICAN JOURNAL OF PROCTOLOGY 








“Du Emil rane) 
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“Treatment is directed mainly to keeping the perianal skin 
free of feces...The patient must be made to understand 
that there is a permanent and direct relationship between 
perianal soiling with feces and the itch,” states Dr. Granet. 


He suggests: 





in his Manual of Proctology 
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Tablets (individually cel- 
lophaned) in cans of 12, 
100, 500 and 1,000. Packets 
(single dose) 12 and 100. 
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Before retiring, following cleansing and drying of the 
perianal skin, Dr. Granet suggests: 


FX Phenol 


Menthol 0.2 

0.3 Sig: Apply to perianal 
Salicylic Acid 1.0 skin upon retiring. Place 
Benzoic Acid 2.0 generous supply of Creme 


on sterile tissue or soft 
cloth; do not use standard 
bathroom paper. 


ACID MANTLE CREME 
(DOME) q.s.ad 60.0 


Misce et fiat creme 


This treatment will also be found beneficial where allergic 
reaction results from use of antibiotics. 








AVAILABLE: 


1 oz. tubes, 4 oz. 
and 16 oz. jars. 
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ican Proctologic Society; Diplomate and 
Secretary American Board of Proctology; 
Porfirio. Mayo Recio, B.S., M.D., M.Sc., 
F.P.C.S., F.I.C.S., Assistant Professor Sur- 
gery, College of Medicine University of 
Philippines; Attending Proctologic Surgeon 
Philippine General Hospital; Diplomate 
American Board Proctology; Regent Philip- 
pine College of Surgeons. 441 pages, 228 
illustrations and 5 plates in full color. J. B. 
Lippincott Company, Philadelphia, Mon- 
treal, 1956. 


In 1943 a brief volume entitled Essentials of 
Proctology was published for the medical stu- 
dent. This newer volume is an extension of the 
original of 1943 and is an excellent presenta- 
tion of the fundamentals of Proctology. 

Of course, there is much new material. This 
is an excellent beginner’s volume for the gen- 
eral practitioner and the student. The proc- 
tologist, as well, should include this text in 
his general library. 

The book is very well written and the illus- 
trations are excellent. It is recommended, un- 


reservedly, for the student, the general prac: 
titioner, and for the proctologist. 


THE LOW SODIUM COOK BOOK by Alma 
Smith Payne and Dorothy Callahan, Research 
Dietitian, Massachusetts General Hospital, 
477 pages, price $4.00, Little, Brown, Boston. 


This cook book may be considered an 
authoritative guide to the low sodium diet, as 
well as to the low fat, low cholesterol diet. 
The book is well written, provides easy 
reading, and should be studied by the cook 
of the household as well as the patient. 

The doctor and the dietitian will find the 
text useful both for its general information 
and for its listing of the sodium content of 
900 items. 

The format of the book makes for ready 
references as well as for easy reading. It 
may be recommended to all patients who re- 
quire special diets of this type. 
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PAINLESS Rectal Surgery! 





The goal of the proctologist achieved: 





@ RECTOCAINE permits 





@ RECTOCAINE offers freedom from pain both before and after 
surgery! 


immediate ambulation! (Ambulatory 


Proctology—Cantor) 


@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


—RECTOCAINE ==: 


The Oil Soluble Anesthetic of Choice. 
Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


C. F. KIRK Co., 521 W. 23rd St., N. Y. 11, N. Y. 
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on Complete No. 318 set by 
WELCH |) ALLYN 


Designed to fill every need of the proctologist 
for examination and treatment — yet so simple 
and easy to use that it is entirely practical 

for the GP without extensive proctological 
training. The new WA Advanced Design 

“full grip” biopsy forceps is included. 

Ask your surgical supply dealer to show you 
this splendid set. 
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CLINICAL UROLOGY by Oswald Swinney 
Lowsley, A.B., M.D., F.A.C.S., F.1.C.S., Diplo- 
mate of American Board of Urology; First 
Director Department of Urology (James 
Buchanan Brady Foundation) of the New 
York Hospital; President and Director; 
Oswald Swinney Lowsley Foundation, Inc., 
St. Clare's Hospital New York, N. Y.; 
Thomas Joseph Kirwin, M.A., M.S., M.D., 
F.A.C.S., F.1.C.S., Diplomate of American 
Board of Urology; Professor of Urology; 
New York Medical College; Director De- 
partment of Urology, Flower and Fifth Ave- 
nue Hospitals; Director Urological Depart- 
ments Metropolitan and Bird S$. Coler Hos- 
pitals, New York, New York. Third Edition, 
Two Volumes, Drawings by William P. 
Didusch. 985 pages. 599 illustrations. The 
Williams & Wilkins Company, Baltimore, 
1956. 


The third edition of this excellent text offers 
sufficient revision and new material to justify 
the term “new” edition. The hundreds of new 
illustrations are a particularly welcome and 
valuable addition to the text. 

The publisher is to be congratulated on the 
format, and the excellent readability of the 
three column arrangement. 

The text is so lavishly illustrated that it 


may well be considered an atlas of urology. 
These drawings of William P. Didusch de- 
serve very special mention. 

Surgical technics are illustrated in a step 
by step fashion. The accompanying legends 
offer full explanations of the procedures. 

These books may be recommended to the 
urologist and general surgeon as well as to the 
student and the physician in training. 


PSYCHIATRY AND RELIGION. Chairman: 
Werner Wolff. Editorial Introduction by 
Felix Marti-lbanez. 62 pages. M. D. Pub- 
lications, Inc.. New York, N. Y., 1956. 


In this symposium we find a joining of hands 
of the psychiatrist and the minister. There is 
much to be said for such a wedding. 

If we can speak of the scientific study of 
religion, this would be it. 

The psychiatric approach to religion and the 
religious aspects of psychiatry, are offered in 
this volume in a most interesting fashion. Jn- 
asmuch as emotional conflicts relating to re- 
ligion are especially important in most peoples 
lives,—including physicians—it would be well 
if most physicians were to carefully read and 
utilize the concepts developed in this sym- 
posium. 
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A gentle laxative modifier of milk. Just 1 or 2 tablespeon- 
fuls in day’s formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 
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fo use. 


GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
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are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. 


, 





eff 


Ne 
for 
all 





+ Specially processed malt ex- Somples and literature on request 
tract neutralized with potas- \ Ne 


sium carbonate. In 8 oz. and BORCHERDT MALT EXTRACT co. 


16 oz. bottles. 217 N. Wolcott Ave., Chicago 12, Ill. ne 


426 THE AMERICAN JOURNAL OF PROCTOLOGY 


*myCo: 

















bio) am olg-Ye) ol-1e-tah4-Wm o] gs ey-te- hd lela Mey mm aal—m oleh 4-1 ir ei 





a wider range of activity against enteric pathogens 





Neomycin- Mycostatin 


(Squibb Neomycin-Nystatin) 


tablets | 
Neate against effective against 
many intestinal yeasts and fungi 
bacteria (particularly Candida albicans) 


Neomycin-Mycostatin Tablets not only provide protection against the bacteria responsible 
for many intestinal disorders, but also control the overgrowth of fungi, particularly Candida 
albicans (monilia), which sometimes results from the administration of neomycin alone. 


Neomycin-Mycostatin Tablets, each containing 0.5 Gm. neomycin sulfate (equivalent to 0.35 Gm. 
neomycin base) and 125,000 units Mycostatin (Squibb Nystatin), are supplied in bottles of 20 and 100. 
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Newer Medicinals 


Atarax Syrup, J. B. Roerig & Co., 
Chicago 10, Illinois. A new form of 
ataractic agent containing 10 mg. 
hydroxyzine per 5 cc. teaspoonful in 
flavored, colorless syrup. Indicated in 
the treatment of anxiey and tension 
states. Dose: As directed by physi- 
cian. Sup: Bottles of | pt. 


Bentyl 20 mg. with Phenobarbital, 
The Wm. S. Merrell Co., Cincinnati 
15,, Ohio. A new strength in tablet 
form indicated for relief of spastic in- 
digestion and functional G.I. dis- 
orders. Dose: As directed by phy- 
sician. Sup: Bottles of 100 and 500. 


Neomycin-Mycostatin Tablets, EF. R. 
Squibb & Sons, Division of Olin 
Mathieson Chemical Corp, New York 
22, New York. Each tablet contains 
neomycin sulfate 0.5 gm. and Myco- 
statin 125,000 units. Indicated as an 
aid prior to gastrointestinal surgery 
to control the microbial flora. Dose: 
As directed by physician. Sup: Bottles 
of 20 and 100. 


Nescaline HCI Injection, Maltbie 
Laboratories, Division of Wallace & 
Tiernan, Belleville 9, New Jersey. A 
brand of chloroprocaine HCl, a local 
anesthetic for infiltration anesthesia 
or regional blocks. Dose: As directed 
by physician. Sup: 1% and 2%—30 
oc. 


Percobarb Capsules, Endo Products, 
Inc., Richmond Hill 18, New York. 
Contain Percodan and hexobarbital. 
Indicated for mild daytime sedation. 


Dose: As directed by physician. Sup: 
Bottles of 100. 


Robalate Liquid, A. H. Robins Co., 


Richmond 20, Virginia. A new form of 
Robalate indicated in the treatment 
of peptic ulcer. Dose: As directed by 
physician. Sup: Bottles of 12 fluid oz. 


Trolar Elixir, G. W. Carnrick Co., 


Newark 4, New Jersey. Contains phos- 
phatized saccharides with cola con- 
centrate 4.3 cc., homatropine methyl- 
bromide 5 mg. and butabarbital 15 
mg. Indicated in the treatment of 
gastrointestinal spasms, nausea and 
vomiting, colic, nervous dyspepsia, 
irritable colon, spastic constipation, 
emotional diarrhea, morning sickness, 
G.I. distress associated with viral gas- 
troenteritis, Dose: Adults—for G.I. 
spasm one to two teaspoontfuls 3 times 
a day; for control of nausea and 
vomiting one teaspoonful every !/5 
hour or hour, if needed, up to 4 doses, 
then every 3 hours. (take no fluids). 
Children—according to age, !/p to | 
teaspoonful per dose. Infants colic— 
20 drops to !/> teaspoonful per dose. 
Sup: Bottles of 12 fl. oz. 


Velmol, The E. L. Patch Co., Stoneham 


80, Massachusetts. A golden-yellow 
capsule containing 60 mg. of dioctyl 
sodium sulfosuccinate. Indicated in 
the relief of temporary constipation. 
Dose: Adults and older children—one 
or two capsules daily. Children 6 to 12 
years—one capsule daily. Take with 
a full glass of water, Sup: Bottles of 
30 and 100. 
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the pleasant physiologic corrective for 


constipation 


the child the pregnant the aged 


neo-cultol 


L. Acidophilus in chocolate-flavored 
mineral oil jelly 


NEO-CULTOL acts to restore and maintain 
normal peristalsis naturally, safely, pleas- 
antly. It implants in the intestines the normal 
aciduric flora necessary to healthy bowel 
movements. At the same time it lubricates, 
softens the colon contents to prevent dry, 
‘constipated’ feces. No phenolphthalein, no 
salts, no bulk, no roughage. 


tastes like chocolate pudding 


samples on request 


arlington-funk laboratories 
division of U. S. VITAMIN CORPORATION 
250 East 43rd St. . New York 17, N. Y. 
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Symptoms usually occur within a 
few days (two to five days) after sur- 
gery, and within five days after anti- 
biotics are started. 

There may be only diarrhea and a 
slight elevation of temperature at the 
onset. Or, there may be nausea and 
vomiting with the diarrhea and fever. 
Rapid shock (circulatory collapse) may 
foliow. 

Do not wait for smears or stool cul- 
tures before starting therapy. 


Of course, the best treatment is pre- 
ventive. Antibiotics should not be used’ 
routinely pre-operatively. One of the 
poorly absorbed sulphonomides such as 
sulfathaladine or  sulfasuxidine will 
serve the purpose. 

If a broad spectrum antibiotic is 
used, limit the use to 48 hours. 

Discontinue antibiotics instantly, re- 
place fluids and electrolytes, (use 
plasma) at once, and start erythromycin 
(300 to 500 grams every six hours by 
mouth, or 0.5 grams every two hours 
intravenously ). 

ACTH may be of considerable value 
but should be used with caution. 

—TueE EpiTor 
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AMEBIASIS AND PRURITUS ANI 


Pruritus ani has always been an enigma to not only the general practitioner, but also 
to the proctologist. Therefore, anything that can be added to its etiology and treatment 
is always welcome. In recent years we have found chronic amebiasis present in more 
than 50% of our cases of pruritus ani. We have also found that the treatment of the 
amebiasis in addition to the local treatment, greatly improves the results and also 
improves the general condition of the patient. Every patient entering our office with 
the complaint of perianal itching, is instructed to have a stool analysis. 

Amebiasis is more prevalent in this country than is commonly realized. It should 
not be confused with amebic dysentery which is comparatively uncommon in the 
temparate zone. The term amebiasis is so frequently associated with dysentery in the 
minds of many physicians, that when a patient does not have diarrhea and bloody 
stools, the diagnosis is not suspected. 

Amebiasis is that condition in which Endameba Histolytica cysts or trophozoites 
are found in the stools of patients who have many apparently unrelated symptoms. A 
goodly number of patients in whom we have made this diagnosis, have been treated 
for spastic colon, irritable bowel, chronic appendicitis (with and without surgery), 
psychoneurosis, unexplainable, vague abdominal pains (bowel consciousness), and 
pruritus ani. 

The absolute and most important finding in amebiasis is the visualization under the 
microscope of the motile or cyst form of Endameba Histolytica. Proctoscopic and sig- 
moidoscopic examination is usually negative. However, occasionally small elevated 
nodules or pinhead-size discreet ulcers are seen with apparently healthy, non-inflamed 
mucosa between them. 

The commonly used test procedures are one to three normally passed stools on three 
successive days, or the second morning stool following a saline purgative taken the 
night before. 

There is no specific cure for chronic amebiasis, but excellent amebicides are available. 
The condition is very intractable and one should not be discouraged if a postive stool 
is present after a complete course of treatment. If the stool still reveals cysts, the treat- 





ment should be repeated with variations. Even when the stool is negative after one or 
two courses of treatment, the patient is advised to take Diodoquin 0.6 grams, for seven 
days once a month. This should be continued for six months. In occasional cases of 
pruritus ani with negative stools, but with suggestive abdominal symptoms, antiamebic 
treatment has given good results. 

The usual trial treatment consists of Dicdoquin 0.6 grams, t.i.d. for 10 days followed 
by Carbarsone 0.25 gram Capsules, b.i.d. for 10 days. This is repeated, making 2 courses 
of each drug for 10 days each. One week following the end of the fourth course, the 
stool is examined. If it is still positive, then Achromycin 2 grams daily and 2 Aralen- 
Milibis tablets t.i.d. are given concurrently for 7 days. 

Local office treatment for the pruritus ani consists of applications with a swab of 10% 
silver nitrate solution followed immediately with another swab of 5% tannic acid in 
90% alcohol. 

Home treatment consists of the use of cotton and mineral oil for toilet wiping, 
instead of toilet tissue, and the twice daily application of 2% pantothenic acid ointment, 
or in resistant cases, a combination of 2% pantothenic acid ointment and 1% hydro- 
cortisone. A combination of the local, home and antiamebic treatment will give excellent 
results in the majority of cases. 


MANUEL G, SpPIESMAN, M.D. 











NOW! 
EXCLUSIVE 


AUTOMATIC 
TILT on the 





Proctologic Table 





Again, Ritter saves you more energy .. . 
more time for efficient treatment of your 
patients. The new Ritter Type 7-D-41 Proc- 
tologic Table brings you smooth, effortless, 
automatic hydraulic tilt. A light touch of the 
toe tilts this Ritter table to the exact position 
you wish. Both hands are left free to reassure 
your patient. Table is returned smoothly and 
quietly to horizontal by a touch of the toe. 
The automatic tilt mechanism is incorporated 
with the hydraulic base and has the same 
reliable smooth operating qualities, 


Compare these Ritter features... 

e Automatic, hydraulic base and tilt mechanisms. 

Full 18 inch elevation range .. . 29” to 47”. 

Maximum head-low of 50°. 

180° rotation. 

New side panels improve appearance and protect 

patient. 

@ Table top 20” wide . . . meets all requirements, 
saves valuable treatment room space .. . offers 
greater accessibility to patient. 


Own this new Ritter Table for about a dollar 
per office day under the Ritter Professional 
Equipment Plan. Ask your Ritter dealer for 
complete details or write the Ritter Compa- 
ay, Inc., 3124 Ritter Park, Rochester 3, N. Y. 
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only Ritter 
makes it so easy... 


COMPARE THESE RITTER FEATURES 


Patient is positioned on table. 


A light touch of the toe and the table tilts 
to the treatment position you wish. 


Another touch of the controls with the toe and 
the table returns smoothly to horizontal. 
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LETTER 


TO 
THE EDITOR 


Letter From Abroad 
Dear Dr. Cantor: 


I have been to London for about a 
fortnight and went to St. Marks Hos- 
pital, and met the surgeons there, my 
good friend Mr. W. B. Gabriel, Henry 
Thompson, Lloyd Davies, Cuthbert 
Dukes (pathologist) and everyone, and 
saw some of their magnificent work. 

They are insisting, as more or less 
everyone, on the abdomino perineal 
excision for most rectal cancers, and 
using only the anterior resection for 
very few special high level cases, with 
low grade malignancy. 

I have had some experience with the 
combined abdomino perineal excision, 
and in the first 100 cases, my mortality 
is 3% —which I think is very good, 
and have had very good results using 
the two teams operating simultaneously. 
I saw also in London operations on 
ulcerative colitis, total colectomies with 
ileo-rectal anastomosis in cases where 
the rectum was free from disease, or 
procto-colectomy in the other cases. 

About minor operations on fissures— 
hemorrhoids or fistulae the technic is 
more or less the same as before. 

I am looking forward to going to 
America one day. 

Well, until I hear from you. 

Sincerely yours, 
Mario Andrade 
Lisbon, Portugal 
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The Fissure 


I wish to state at the onset, that two 
of the most important factors in the 
treatment of fissure, are first, an under- 
standing of the five pathological condi- 
tions which comprise the average fis- 
sure. This we have named “The Fissure 
Pentad”. Secondly, a thorough knowl- 
edge of one of the most important of 
the five pathological entities involves in 
a fissure, namly: “pectenosis”, and the 
operation for its relief “pectenotomy”. 

Fissure in ano is a single traumatic 
crack or split of the anal canal, usually 
associated with a- hypertrophied skin 
tag at its distal end, known as sentinel 
pile. When the anus is distended during 
proctoscopic examination, the fissure is 
then seen in its true light, namely, that 
of an ulcer from which it derives its 
second name. 

Most fissures are located in the mid- 
posterior quadrant. The second most 
frequent site is the midanterior quad- 
rant. In males approximately 90 per 
cent occur posteriorly. In females 60 
per cent are posterior. Occasionally, they 
may be found in the lateral walls. 

Fissures are divided on the basis of 
their duration into an acute and a 
chronic type. There may or may not be 
a sentinel pile present. However, the 
sentinel pile occurs most frequently in 
the chronic type. 
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Pentad 


MANUEL G. SPIESMAN, M.D. 
Chicago, Illinois 


The external sphincter arises partially 
from the coccyx and sends its fibers 
downward and anteriorly to insert in 
the central tendon of the perineum. 
These fibers separate at the posterior 
aspect of the anus and unite anteriorly. 
Other fibers encircle the anus. Because 
of this arrangement, a triangular space 
is created posteriorly (Minor’s triangle) 
and a smaller triangle anteriorly. The 
anal mucosa overlying these triangles 
is not as well supported as elsewhere. 
Other important points are the poor 
blood supply of the anus, the congenital 
narrowing of the anal canal, and the 
concavity of the sacrum which makes 
the curvatures of the rectum and the 
anal canal receive the greatest force at 
the posterior commissure during expul- 
sion of the stool. 

Fissures are usually caused by trauma 
following a large constipated stool, pas- 
sage of a foreign body, instrumentation, 
straining, sneezing or coughing. 

Fissures usually start with a chronic 
cryptitis. The discharge from the crypts 
irritates the adjoining anal valves and 
causes a papillitis. The cryptitis and the 
papillitis produce a passive congestion 
with the resulting formation of a fibrous 





Presented at the Eighth Annual Teaching 
Seminar of the International Academy of Proc- 
tology, April 23-26, 1956, The Plaza, New York. 


461 


2 if 





Bi¥1 








connective tissue band. This band pre- 
vents normal relaxation of the anal 
sphincters. This, occurring in conjunc- 
tion with a frequently existing friable 
crypt in the posterior quadrant, plus the 
congenital weakness of this area (Mi- 
nor’s triangle) and the poorly nour- 
ished modified anal skin, precipitates a 
crack or split of the mucosa (fissure), 
when trauma occurs following the pas- 
sage of a large, hard stool. 

At first, the fissure is superficial and 
not indurated. If not properly treated 
early, secondary infection and further 
trauma cause the laying down of more 
fibrous connective tissue around the fis- 
sure, with a consequent thickening of 
the pecten band. This stage is now 
known as the irritable chronic fissure or 
ulcer. At the distal end of the fissure, a 
hypertrophy of the skin results in the 
formation of a skin tag known as a 
sentinel pile, completing the five condi- 
tions making up the “fissure pentad”. 
Extension of the infection from a fissure 
and its associated crypt occasionally re- 
sults in an anorectal abscess and fistula, 
with severe lancinating pain. ‘This 





condi- 


These five 
tions make up a 
chronic fissure. 


usually occurs at the time of defecation, 
which gradually subsides over a period 
of from minutes to hours. 

Bleeding is usually small in amount, 
streaking the toilet paper and _ stools. 
Occasional pruritus may occur because 
of the discharge previously mentioned. 
Constipation or obstipation is the rule 
in long-standing cases because of the 
associated pain and anal narrowing. 


Home Treatment 

1. Mineral oil, one-half ounce twice a 
day. 

2. Bland diet. (no raw vegetables and 
no raw fruit). 

3. Sitz baths morning and night. 

4. Desitin ano-rectal ointment, applied 
with a pile pipe, inserted before 
and after bowel movements, and 
upon ‘retiring. 

5. Phenaphen plain and Phenaphen 
with codeine to relieve pain. 


Office Treatment 


FOR EARLY FISSURE 
1. Local application of 50% phenol 
in oil, three times a week. 
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2. If this does not relieve the condi- 
tion in a few days, then nupercaine 
in oil 1 cc. is distributed under the 
fissure, into the muscle around the 
fissure, and about the lesser sphinc- 
terian nerve between the coccyx 
and the anal verge. 


FOR CHRONIC FISSURE The follow- 
ing surgical treatment is, in the author’s 
opinion, the only satisfactory treatment 
for chronic fissure. 

The complete surgical treatment of 
fissure should include the removal of 
the underlying and associated pathology 
(the fissure pentad). No divulsion is 
done, because the writer considers tear- 
ing the pecten band unsurgical. The 
trauma produced by tearing of the pec- 
ten band during divulsion usually re- 
sults in more tightness (more pecten- 
osis) than that which existed before the 
operation. 

Operation With the aid of a bi- 
valve speculum the fissure is exposed. 
A crypt hook is placed into the asso- 
ciated underlying crypt and the crypt 
is excised. The grayish white fibers of 
the pecten band can now be easily dis- 
cerned lying at the base of the fissure. 
A knife is then applied incising the pec- 
ten band through the middle of the fis- 
sure down to the fascia covering the 
subcutaneous external sphincter. This is 
recognized by the smoothness and soft- 
ness of the tissue compared to the gray- 
ish white indurated fibers of the pecten 
band. The hypertrophied papillae ad- 
joining the proximal part of the crypt 
are now excised. This is followed by 
the removal of the lateral sides of the 
fissure from the pectinate line to the 
anal verge. Considerable bleeding usual- 
ly follows and is controlled with an 
electrocoagulating ball point. Now the 
sentinel pile is widely excised, allowing 
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Fissure-Pectenotomy Operation — Step 
1. With the aid of a bi-valve speculum, 
the fissure is exposed. A crypt hook is 
placed in the underlying crypt and the 
crypt is excised with the fissure. The 
grayish-white fibres of the pecten band 
can now be easily discerned lying at the 
base of the fissure. 


TER MUSCLES 
BR FASCIA BELOW BAND 


pins 








Step 2. A knife is then applied, incising 
the pecten band thru the middle of the 
fissure bed down to the smooth fascia 
covering the external sphincter. If the 
fascia is accidentally incised, the ma- 
hogany fibres of the external sphincter 
become visible. 
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a large enough raw surface to permit 
drainage of the fissure while healing. 





Any other existing pathology can be re- 
moved during the same operation. 


Conclusion 


I again wish to emphasize the 
importance of an understanding of 
the “‘fissure pentad.” 

With this knowledge, all five en- 
tities will be eradicated, and a good 
result will be obtained. The writer 
wishes to emphasize the incision of 
the pecten band in the posterior 
quadrant, as the most important 
part of the operation of fissure-in- 
ano; also the inadvisability of do- 
ing unnecessary and_ traumatic 
anorectal divulsions. 


In regard to the cancer question, 
it is ironic that painful lesions like 
fissure-in-ano and others rarely 
turn malignant, while higher in the 
rectum and sigmoid where pain is 
not felt, carcinoma occurs fre- 
quently. 

This should emphasize the im- 
portance of periodic proctologic 
examinations, regardless of the ex- 
istence of symptoms, 


30 N. Michigan Avenue 





Clini-Clipping 














Multiple polyposis in the transverse splenic flexure and descending colon. Specimen 
is suspended to show size and length of polyps. (after Bacon) 


464 THE AMERICAN JOURNAL OF PROCTOLOGY 


























Cystocele, 


Rectocele, 


and Hemorrhoids 


At the 46th annual meeting of the 
Southern Medical Association in Miami, 
Florida, in 1952, the following state- 
ment was made: “The proctologist’s con- 
cept of surgical correction is not only 
the removal of pathological tissue, but 
also the concomitant removal of as- 
sociated disease responsible for recur- 
rences.” This is basically true and 
highly desirable; however, it is ques- 
tionable if the proctologist who limits 
his activities to ano-rectal diseases can 
accomplish the “concomitant removal of 
associated disease responsible for re- 
currences.” The conscientious, able, 
general-surgeon usually has more op- 
portunity to remove and correct as- 
sociated pathology while performing a 
selected surgical procedure. 

This paper is intended to contribute 
and demonstrate that the site of major 
hemorrhoidal affliction in both sexes is 
located mostly in the anterior hemis- 
phere of the rectal tube. The discussion 
also attempts to substantiate that most 
rectal afflictions are etiologically almost 
always not mechanical in origin but a 
chain of events of existing pathology 
in the pelvis. 
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JACOB REICHERT, M.D., F.1.A.P. 


Phoenix, Arizona 


To prevent recurrences in the field 
of proctology and obtain maximum re- 
sults for the welfare of the patient, 
operative attention should extend be- 
yond the present frontiers of proctology. 
It is astonishing to realize how many 
proctologists limit their activities solely 
to minor rectal afflictions. Such atten- 
tion usually takes care of symptomatic 
subjective complaints. 

The incidence of hemorrhoids 1s cuu- 
tinuously increasing in both sexes as 
the result of modern civilization; how- 
ever, the greater occurrence in the fe- 
male is due to the different anatomy and 
to the mission which Nature allotted to 
that sex in preserving the human race. 
Every normal delivery brings about a 
certain degree of cystocele, rectocele, 
and hemorrhoidal condition. The result- 
ing trauma is geometrically proportional 
to the number of pregnancies. If such 
anatomic changes are not corrected 
after parturition, the physio-functional 
disturbances will gradually increase. 





Presented at the 7th Annual Teaching Semi- 
nar of the International Academy of Proctology, 
New York, New York, 1955. 
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Fig. 3 





The anatomic changes consist of dis- 
placement, stretching, and breaking 
down of the pubo-coccygeal support. 
Such condition leaves the rectal mucosa, 
submucosa, and its protective fascia de- 
prived of basic support. The anterior 
rectal area, which is simultaneously the 
posterior wall of the vagina, thus weak- 
ened, is unable to prevent the accumu- 
lation of matter in its pouch and becomes 
incompetent to perform its natural 
physiologic functions during the act of 
defecation. The resultant weakened 
upper hemisphere of the rectal tube be- 
comes the location where accumulatea 
Fig. I. Rectocele: Pronounced herniation of 
anrerior wall of the rectum. Inserted vaginal 


retractor prevents simultaneous herniation of 
urinary bladder. 


Fig. 2. Cystocele: Concomitant large hernia- 
tion of urinary bladder in the same subject. 


Fig. 3. Barium enema reveals highly distended 
rectum, sigmoid, and descending colon, resulting 
from chronic rectocele with progressive centri- 
petal distention. 


Fig. 4. Same subject after barium evacuation. 
Note conspicuous amount of remaining radio- 
opague material, revealing the inability to ex- 
pel spontaneously the entire content. 


Fig. 4 
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matter stagnates and is no longer in- 
fluenced by the direct propulsion accom- 
plished by the existing vis-a-tergo. (Figs. 
1 & 2) 

The chronic results of such defective 
mechanism contribute to distend the 
lower bowel and afflict, progressively at 
times, the entire length of the colon with 
repercussions in the terminal ileum 
which may be responsible for occasional 
intussusception of that part into the 
cecum. Such exposure to continuous 
distention changes the entire intimate 
structure of the intestinal wall, resulting 
in increased thickness and length. The 
resulting lengthening of the colon 
changes the original topographic loca- 
tion of the intestine and consequently 
increases the length of the pelvic peri- 
toneum. (Figs. 3 & 4) The redundant 
bowel and excessive pelvic peritoneum 
contribute to increased intestinal mo- 
bility and exert pelvic pressure in un- 
predicted areas causing simultaneous 
vascular interference. 

In addition to the above changes, 
ptosis of the bladder contributes fur- 
ther damage and exerts increasing un- 
even pressure on the rectum interfering 
with its circulation and evacuation. The 
displacement and size of the bladder 
gradually increase as the condition 
progresses. The bladder, which is inti- 
mately attached to the anterior part of 
the uterus, compels it to follow in the 
same direction and contributes with its 
additional weight to aggravate an al- 
ready existing pathological condition. 
The resulting changing topographic 
anatomy in the pelvis contributes me- 
chanically to the formation of a chronic 
hemorrhoidal condition, with all its 
deleterious effect. There are innumer- 
able contributing factors, apart from the 
localized infections, which are respon- 
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sible for the formation of hemorrhoids: 
however, the exact description is beyond 
the scope of this discussion. (Figs. 
5 & 6) 

The basic mechanism was tentatively 
described to illustrate the pathological 
sequences of events. This chain of suc- 
cessive phenomena is often not recog- 
nized and diagnosed as the main under- 
lying factor causing hemorrhoidal dis- 
ease. Those afflicted with hemorrhoidal 
disease usually seek relief of their symp- 
toms but often very little opportunity is 
extended to the surgeon to investigate 
the underlying pathology because, as 
soon as the pain syndrome is removed, 
considerable time may elapse before the 
patient is seen again. Medicine and 
surgery owe their greatest progress and 
accomplishments to the pain syndrome. 
which accompanies any disease and 
forces the subject to seek relief. 

Surveying the international literature 
of our great teachers in surgery and 
allied specialties, we realize that there 
was always the genuine desire to find 
the underlying pathology of such ail- 
ments. Pioneering thoughts in the 
realm of investigation to find the etiolo- 
gic factors involved are reflected in the 
surgical procedure of Mikulicz and other 
great figures in the field of surgery. 
Mikulicz, in approaching the problem 
of procidentia, presuming the underlv- 
ing pathology was caused by a redundant 
colon and its pedicle, liberally resected 
a part of the large bowel and its loose 
pelvic peritoneum. The radical Mikulicz 
operation is still performed today and 


considered as the best approach to such . 


problems. Dunphy et al and many 
others in the field of colon surgery ad- 
here basically to the Mikulicz technique. 
adding to it limited perineal repair as 
the solution of preventing recurrence 
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of procidentia. The non-recognition of 
the main etiologic factor of procidentia, 
not following the theories of our great 
teachers, is evident in a statement made 
by one of the authors that “True pro- 
lapse or procidentia of the rectum con- 
tinues to challenge the ingenuity of sur- 





Fig. 5 








geons as evidenced by the variety of pro- 
cedures which are being advocated for 
its correction.” 

The basic etiology of hemorrhoids, 
except in certain pathological circum- 
stances such as pelvic tumors, is prob- 
ably a redundancy of the colon and the 
pelvic peritoneum (at times congenital). 
The ptosis of such pelvic contents causes 
passive congestion through its weight 
with the resultant formation of varices 
in the rectum, genitalia, and lower ex- 
tremities. The appearance of such 
varices is the initial warning of organic 
topographic changes in the pelvis. Such 
a condition maintains the potentials of 
progressive pathology including pro- 
cidentia. Prolapse of the rectum is prob- 
ably the extreme degree of hemor- 
rhoidal herniation. In fact, such pro- 
lapse is reflected in a miniature form in 
the early eversion of the anal mucosa, as 
we observe during the act of tenesmus. 
Actually a continuous repetition of ever- 
sion needs 
attention and there is no 
doubt that conservative 


immediate 


Fig. 5. Accentuated prolapse 
with the peculiar stomach- 
like image. Half lateral stand- 
ing position. 
Fig. 6 (1) normal bladder; 
(2) first degree prolapse; 
(3) second degree prolapse; 
(4) third degree prolapse. 
Figs. 5 & 6 show the gradual 
. development ofa prolapsing 
bladder causing pressure on 
the anterior wall of the 
rectum. 

Acknowledgement is made 
to Aimando Trabucco, M.D.., 
of Argentina, and the J,A. 
M.A. for these reproductions 
which appeared in ‘The 
Bladder in Genital Prolapse." 
Aug, 28, 1955, ; 
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treatment is to be applied; however, 
thorough studies of the suspensory 
system contained in the abdominal 
cavity are to be made. Such a clinical 
syndrome is of great value and is the 
forerunner of procidentia. 

The radical solution of such a prob- 
lem is the excision of the redundant 
bowel, pelvic peritoneum, and _ recon- 
struction of the pelvic floor. Such pro- 
cedure is usually successful and pre- 
vents further recurrences. Reconsidera- 
tion of the present methods of treatment, 
may reflect on the outcome of the sur- 
gical results in hemorrhoids, procidentia, 
rctocele, cystocele, prolapse of uterus, 
redundance of the colon, megacolon. 
and ulcerative colitis. 

It is true that many minor, local and 
major rectal manifestations are usually 
considered as_ proctologic problems; 


however, if we follow the above sug-— 


gestions, much can be done to prevent 
further damage and there will be better 
eventual solution to the problem. Ade- 
quate local symptomatic attention should 
not prevent the proctologist from em- 
bracing the entire field of enterology. 
The young, middle, and advanced age 
group can be greatly relieved of their 
most common afflictions, if the weaken- 
ing of the pelvic support causing vis- 
ceral-ptosis and unlimited mobility of 
the organs is prevented and corrected. 
Such ptosis is also deleterious to the 
vascular system in the mesenterium. 
Uncontrolled displacement of the or- 
gans, as a result of its redundant intes- 
tinal and suspensory system, causes seri- 
ous repercussions in the pelvis, mani- 
festing itself in different pathologic en- 
tities. Our present conception is that 
the origin of a large percentage of rectal 
afflictions lies above the rectum. The 
purpose of the present ‘discussion is not 
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to describe the minute details regarding 
the supporting system nor its compli- 
cated anatomy. The intention is to 
awake interest, in the field of proctology, 
in embracing the different manifesta- 
tions of pathology in the rectum in a 
broader sense. 

It is gratifying to note that in dif- 
ferent parts of the U. S. and abroad 
there is a tendency to improve continu- 
ously surgical technique and eliminate 
the main etiologic factor. The greater 
scientific contributions in the field of 
proctology and allied subjects tend to 
improve or eradicate the main ailment. 
Representing this school of thought, we 
may mention Cromar who, in discussing 
rectal prolapse, states “none of these 
procedures removes the factors _pri- 
marily responsible for the condition 
nor do they prevent its recurrence.” The 
same author describes a surgical method 
justifying his new approach. Cromar’s 
theory consists of explaining the fre- 
quent appearance of rectal prolapse at 
the anus. His surgical approach is di- 
rected to interrupting such peristaltic 
waves. A great number of cases suc- 
cessfully operated by Cromar seem to 
confirm his theory. Discussing the fail- 
ure of many surgical methods still in 
use, the author has this to say “The main 
shortcoming of this type of operation is 
that it does not deal directly with the 
cause of the protrusion.” 

According to Cromar, the rectal pro- 
lapse in the horse is a physiological phe- 
nomenon during the dropping ‘process. 
The author explains that this animal. 
and we suppose probably the entire 
equine and herbivorous: group, everts 
the last part of the intestine each time it 
empties “its ‘ bowel: Describing the 
physiology as it.appears in the horse, 
we mention again Gromar “The rectum 
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Fig. 7. Acknowledgement is made to Colin D, L, Cromar, M.D. of Ottawa, Ontario and to ‘'Post- 
graduate Medicine" for the above illustration showing the author's method of surgical correction 
of rectal procidentia by suturing the redundant part of the colon "like coils of a radiator." 


in the horse is a straight tube and that 
led the ancient anatomists to name it the 
intestinum rectum.” 

‘The physiologic peristalsis of the 
colon in the horse, during the dropping 
act, is accomplished through a continu- 
ous peristaltic rush starting at the 
proximal end of the bowel and un- 
interruptedly advances through the in- 
testinum rectum and terminates at the 
anus. According to the same author, a 
similar situation develops in humans, 
under certain pathological circum- 
stances, and the surgical correction con- 
sists of breaking and arresting the above 
described peristaltic rush at the proxi- 
mal end of the rectum. The interruption 


of such movement is achieved when the 
redundant part of the colon above the 
rectum is arranged’ as Cromar describes 
it “like coils of a radiator” and then 
sutured one to another. 

If this corrective procedure (fig. 7.) 
is to be applied indiscriminately in every 
form of procidentia or prolapse of. the 
rectum is quite questionable; however 
such intervention has its place if thor- 
ough clinical and X-Ray studies reveal 
excessive redundancy and the absence of 
active coexistent intrinsic pathology of 
the colon proper. The observed fre- 
quency of intussusception and _ rectal 
prolapse in infants is probably con- 
gential in origin, attributed to a re- 
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dundancy and excessive mobility of ihe 
colon. Such pathologic condition in 
infancy is probably some manifesta- 
tion of Hirschprung’s disease not in- 
volving the entire colon. The author’s 
operative attempt comes closest to 
eliminating the congenital redundancy 
of the colon without resecting a part of 
the bowel. 

We observe also more and more the 
coincidence of stress incontinence ac- 
companying the Cystocele, Rectocele and 
Hemorrhoidal Syndrome in all age 
groups of marital life. The great in- 
cidence of such additional combined af- 
fliction challenges and confronts us with 
further for the 
“Concomittant removal of associated 
disease responsible for recurrences”. 
Aiming at the preventing of recurrences 
(fig. 8), a new operative procedure 
conceived by Marshal, Marchetti and 
Kranz is mentioned as it may eventually 
become an integral part of proctology, 
if the above dictum is to be adopted. 
Goetsch and many others confirm the 
excellent results attained through such 
method. Originally the Marshall et al 
intervention on the urinary bladder fol- 
lowed the procedure of hysterectomy. 


corrective measures 





Fig. 8. Large cystocele-urethrocele with great 
amount of residual urine causing frequency, 
stress incontinence and pressure on the rectum 
with resulting difficulty of evacuation. 
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However because of the satisfactory re- 
sults obtained through such method in 
stress incontinence, this operation is now 
advocated exclusively as a primary 
means for incontinence. The Marshall- 
Marchetti operation is also called supra- 
pubic-vesico-uretheral suspension. Such 
intervention seems to be the safest and 
the least shocking in the advanced age 
group. Thanks to such method a great 
problem of the old age group is solved 
and we still do not realize the impor- 
tance and magnitude of such operation. 
Any proctologic intervention to be un- 
dertaken shall be preceded by a thor- 
ough study of the entire perineum and 
evaluation of the existing pathology. An 
old Roman dictum “Per Primum non 
nuocere” shall prevail in our minds. 
The Marshall et al method does, not re- 
fer only to the old age group. We 
that incontinence and 
cystocele, with all its implication, afflicts 
the young and middle age group. At 
this particular age, a vaginal repair ap- 
proach is often interfering with cohabi- 
tation. It was demonstrated that young 
females had permanent results from the 
Marshall-Marchetti operation regardless 
of the exposure to future pregnancies. 
The vaginal approach not only would 
have interfered with normal sexual life 
but may affect future pregnancies and 
the return of stress incontinence after 
childbirth. 


some exceptions to the rule where a 


realize stress 


However there are always 


combined intervention may be indicated. 

The surgical relief for rectal prolapse 
was presented in our discussion by two 
opposite methods, one representing the 
Mikulicz school, removing the redund- 
ancy of the colon by resection and the 
other one following the school of Cromar 
by diminishing the length of the colon, 
by folding, coiling, and suturing to- 
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HERNIORRHAPHY 

















Fig. 9. “Schematic illustration of the method of elevating and suturing the rectum and lower 


sigmoid in a higher position through an abdominal incision." 


Acknowledgement is made to 


Edward T. Newell, M.D. and J. B. Lippincott for the reproduction which appeared in the article 
"Combined Abdomino-Perineal Herniorrhaphy for Massive Rectal Prolapse'’ published in ‘Annals 


of Surgery’ 139-864, 1954. 


gether the lower bowel. However a 
method, which is between the radical 
and the most conservative, is described 
by Newell. This author instead mobilizes 
the rectum and sigmoid as in the Miles 
type operation and then elevating the 
redundant parts, and fixes them to the 
promontory and other portions of the 
pelvis. (Fig. 9) Finally, through a 
minor perineal approach, he plicates the 
anal sphincter. However in those cases 
where the redundancy of the colon is 
accompanied by cystocele, a combined 
anterior colporrhaphy and Manchester 
operation, when properly performed, 
may still be very beneficial. 

Etiology of Varices. The anatomic 
locations in the rectum where the ar- 
terial circulation gradually passes inte 
the venous system, through the capillary 
afferent into the efferent field, is prob- 


ably the site where hemorrhoids are 
formed. From the pathologic morpho- 
logic point of view, varices are small 
aneurismic formations. Whether the 
origin of hemorrhoids occurs in the ar- 
terial pathway of the centrifugal propul- 
sion or in the centripetal venous return 
bloodstream, is practically not material 
from a surgical standpoint. However 
if the arterial theory is accepted, the 
prevention of recurrences depends upon 
the ligation of the arterial affluence 
which lies in a deeper layer. Once the 
varices are formed, an almost free un- 
disturbed mixing communication be- 
tween the arterial and venous circulation 
takes place. A faulty exchange of oxy- 
gen is created with all its deletorious 
results in the involved tissues and in a 
certain way, for didactic purposes, it 
can be compared to the effects of a 
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patent ductus arteriosus. The size and 
extension of hemorrhoids are also de- 
termined by the amount of pressure, pos- 
ture, hypo-hypertension, and local in- 
fections. The pathogenesis and under- 
lying pathology of esophageal varices, 
varicoceles, and varicose veins are usu- 
ally referable to a number of etiologic 
predisposing factors; however, in the 
case of hemorrhoids the evidence is at 
times obscure. There is no doubt that 
continuous trauma and infection are con- 
tributing factors in a great number of 
cases. 

We may mention the studies of 
Tucker where he comes to a conclusion 
that the role of the arteries, in the for- 
mation of hemorrhoids, is a contributing 
factor and that “Hemorrhoids are doubt- 
less mostly venous, and that the veins are 
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just passive injured by-standers and that 
their removal alone will not prevent re- 
currence.” The same author agrees with 
the experience of Gabriel who “noted 
the importance of over supply of arterial 
blood and defects in the capillary bed in 
the etiology of hemorrhoids.” 

Gass et al, discussing the etiology 
and pathology of 4,000 patients in a 
four year period, comes to the conclu- 
sion that “the pathologic section demon- 
strated a loose and fragmented nature 
of the submucosal, collagenous, 
nective tissue stroma as the fundamental 
early lesion. The pathogenesis studied 
by the same author is well substantiated 
with clinical and histo-pathological evi- 
dence that recurrences of hemorrhoids 
cannot be prevented by the surgical or 

He bases his find- 
ings on the evidence 
that the hemor- 
rhoidal disease is a 
protrusion of her- 
niation of the rectal 


con- 


injection procedure. 
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FIG. 10. VASCULAR ARTERIAL THEORY 


This theory may explain the existing differences of opinion regarding 


the pathogenesis of hemorrhoids. 


"Diagram illustrating Starling's theory of the interchange of fluids'' 
explains the vascular theory of Tucker as the main pathogenesis of 


hemorrhoids. 


Reproduction of diagram through the courtesy of Jacob Berman, 
V. Mosby Co., 


M.D. ''Principles of Practice of Surgery,’ 
(Vol. 7, No. 6) DECEMBER 1956 


The C. 


extreme views 
pressed in this dis- 
cussion regarding 
the etiology of 
hemorrhoids con- 


eX- 


oe 


sists of the one pre- 
sented by Gass of 
the breaking down 
of the supportive 
tissue and the other 


1950. by Tucker con- 
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sisting of the vascular theory as the 
main pathogenesis. In favor of Tucker’s 
theory, I may mention Starling who as- 
serts, “The fluid within the capillaries 
is between two forces; the osmotic or 
pulling force and the hydrostatic or 
pushing force. On the arterial side of 
a capillary loop the hydrostatic force is 
greater than the osmotic. Apparently 
the entire mechanism is a mechanical 
one and does not involve any selective 
action on the part of the vessel wall.” 
(Fig. 10) 

The studies of Starling, demonstrat- 
ing the prevalence of the hydrostatic 
arterial force in a capillary bed, may ex- 
plain the existing differences of opinion 
and the many theories regarding the 
pathogenesis of hemorrhoids. We are 
of the opinion, however, that all the 
existing conclusive studies, regarding 
the origin of hemorrhoids, are basically 
true and that there is certainly a combi- 
nation of all mentioned factors con- 
tributing to the formation of hemor- 
rhoidal disease. 

Etiology of Cystocele and Rec- 
tocele. Reviewing the pathogenesis 
and etiology of cystocele and rectocele 
with the presence of hemorrhoids, Gass 
et al reports his experience of 200 con- 
secutive surgical cases. He reveals that 
the histological sections obtained from 
such organs had in common the out- 
standing feature of fragmented collagen- 
ous connective tissue. The fact that the 
histo-anatomic morphologic changes 
were so uniform in the affected parts 
and its adjacent anatomy in the same in- 
dividuals definitely confirms his theory 
of an existing generalized weakening of 
the supportive cementing tissue. 

Weakening of the cementing system 
of the genito-abdominal organs results 


in excessive mobility of its contents and © 





consequently, through the process of 
gravity and the erect posture of the sub- 
ject, contributes to the forceful sliding. 
Bowel redundancy, including the pelvic 
peritoneum, is often observed in the 
newborn. Such pathology in infancy is 
probably congenital and follows a famil- 
ial tendency, and there is no doubt that 
such changes at birth are already a 
well established morbidity. However, at 
a second thought, we realize that cer- 
tain phenomena may have originated 
during the intra-uterine life. It is easier 
to explain the existing pathology of the 
newborn if we follow the early physiol- 
ogy of the G. U. and G. I. systems of 
the embryo in the stage of the intra- 
uterine life. The presence of intussus- 
ception, procidentia, tenesmus, and 
prolapse of the anus, appearing soon 
after birth are probably the results of 
disturbed functions of the G. I. tract 
of the fetus in the latter stages of uterine 
life. Under such circumstances, ex- 
ogenous factors of stress and _ strain 
cannot be attributed to the presenting 
pathology. Many afflicted adults, with 
the described syndrome, may have de- 
veloped such condition prior to birth. 
Gastroenterologic disturbances in the 
adult should be investigated thoroughly, 
since an early stage of life. The informa- 
tion obtained can be of great diagnostic 
value, and a contribution in this field 
was made by Jackman et al in 1949 
describing such pathology, etiology, and 
its clinical aspects. The detailed de- 
scription of the visceral endo-pelvic 
fascia made by Uhlenhuth et al con- 
tributed, thru its studies, to extend ap- 
propriate treatment in the correction of 
herniation of the Douglas’ Pouch and 
high rectocele by Harrison et al. (Fig. 
11) 


Modern industry, with its: resulting 
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specific occupa- 
tional strains, cre- 
ated new pathologic 
entities in subjects 
who, under ordi- 
nary conditions, 
would never have 
presented similar af- 
flictions, Our special 
interest in this dis- 
cussion is regarding 
the establishment of 
industrial hazards 
causing cysto-recto- 
cele, hemorrhoids, 
and procidentia. 
The main contribut- 
ing factor in mod- 
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ern industry, caus- 
ing the above di- 
seases, is probably 
the increased intra- 
abdominal pressure, rye 
as the result of oc- 


A Figs it; 
strain. 


cupational 
Zager, discussing 
the relationship of 
occupational _ strain 
to rectal conditions 
on an industrial ba- 
sis, comes to the conclusion that sliding 
herniation of the intestinal iract is often 
caused by intermittent increased ab- 
dominal pressure. In his opinion indus- 
trial compensation is to be allowed as 
for any other resulting occupational di- 
sease, The advanced age group is more 
susceptible to the hazards of occupa- 
tional strain and such employment can 
become an industrial economic problem. 

At the International Congress of the 
I.C.S., held in Madrid in 1952, the 
endocrine influence was discussed versus 
the frequency of appearance of pelvic 
pathology. It is the opinion of Montague 
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Visceral Endopelvic Fascia, "Where cul-de-sac relationships 
are normal, herniation through a vaginal wall defect is not likely, 
although it is possible with increased intra-abdominal pressure." 

Acknowledgement is made to Drs. J. E. Harrison and J. E. McDonagh 
of Vancouver, B. C. for the courtesy of reproducing the illustration 
published in the Am, J. of Ob. and Gyn. "Hernia of Douglas Pouch 
and High Rectocele" Vol. 60, No. |, 1950. 


that endocrine deficiency, with its de- 
leterious effect on the nervous system. 
definitely and metabolic 
changes in the subject. During the in- 


exerts local 
volutional phase of the endocrine sys- 
tem in the advanced age group, we ob- 
serve that the vaginal wall and its lining 
undergoes marked degeneration and 
dramatic improvement follows hormone 
therapy. The presence of cystoce'e. 
rectocele, and hemorrhoids becomes a 
greater problem during the period cf 
menopause, It may actually be that the 
pain threshhold and functional responses 
diminish with endocrine deficiency. 
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The intention of this discussion is 
not to add new surgical procedures or 
conservative treatments to the already 
existing innumerable techniques in the 
field of proctology. However, attention 
is brought to the fact that the three 
ailments are often one and the same 
problem. The proctologist, obstetrician, 
gynecologist, and general surgeon should 
master this field of pathology as one 
entity and the correction of such ailment, 
should follow the pattern of the common 
etiology. 

The recent tendency of shortening the 
hospital stay in Obstetrics will certainly 
contribute to increase the incidence of 
cystocele, rectocele, and hemorrhoids. 
The shorter period of hospitalization is 





Fig. 12. Complete prolapse of uterus, bladder, 
and arterior wall of rectum. 





Fig. 13. Large protruding cystocele with ureth- 
rocele and accentuated caruncle, In this case 
also there is associated large rectocele and 
hemorrhoids. Complaints: Frequency, stress in- 
continence and constipation, 





basically regimented by the existing 
hospital insurances. The future physician 
will not realize that a hospital stay of 
only two to three days after delivery, 
will increase the number of ailments in 
the generation to come. The imposition 
of financial agencies, which are listed 
mostly as non-profit hospital insurances, 
is the first alarming symptom of a situa- 
tion which can be created by financial 
expediency, if socialization of medicine 
is forced upon our people. The preven- 
tion of a great number of pelvic afflic- 
tions can be obtained thru longer after- 
care of the childbearing patient and pro- 
longed medical attention. The results of 
such services will diminish the incidence 
of cystoceles, rectoceles, and hemor- 
rhoids, (Fig. 12) 

Because of the presence of stress in- 
continence, which is so often encoun- 
tered in those who are afflicted with 
cystocele and rectocele, we feel that the 
description of such resulting ailment 
should be discussed in the same paper 
and the necessary attention should be 
given to this disturbing accompanying 
complication. Extensive studies in this 
field were made by Muellner, Marchetti, 
and others regarding the etiology of 
stress incontinence and its correct:>n. 
Muellner came to the conclusion that 
cystometry, cystoscopy, cysto- and 
urethro-graphy failed to reveal any in- 
trinsic lesion in the bladder responsible 
for such condition. According to their 
opinion and experience, failure and re- 
currence after operation were the re- 
sult of insufficient knowledge in the 
physio-mechanism regulating micturi- 
tion. Information regarding its function 
was obtained through an_ ingenious 
method of direct fluoroscopic observa- 
tion. Continuous research was carried 
on for a number of years, in the intrin- 
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sic dynamics of the sphincter and neck 
of the urinary bladder during the act of 
micturition in normal and abnormal 
cases. Fluoroscopic visualization was ac- 
complished through a radio-opaque me- 
dium, following the topo-morphologic 
changes of the bladder in the different 
positions of the subject and the sphinc- 
ter contractions during the voiding proc- 
ess. (Fig. 13) 

The valuable information of normal 
and abnormal cases was permanently 
filmed and such material served as the 
basis of the analytic functional studies. 
The final conclusions of this extensive 
research were that stress incontinence 
was the result of trauma to the integrity 
of the supportive system in the pubo- 
coccygeal portion of the levator ani and 
perineal muscles. This was particularly 
noticeable in the erect posture. Our own 
observations coincide that the anatomic 
displacements in the perineal region, as 
a result of trauma, are probably respon- 
sible for the formation of cystocele, 
stress incontinence, rectocele, and hem- 
orrhoids, 

From a proctological standpoint, the 
continuous stagnation of material in the 
rectal pouch creates a progressive hem- 
orrhoidal condition with aggravation of 
an already existing cystocele and stress 
incontinence. While attempting to solve 
such a problem before proctologic at- 
tention is given, the rectographic visual- 
ization of the extent of the anterior rec- 
tal pouch and possible weakening of the 
Douglas’ fornix and its herniation in the 
vaginal canal is to be established. The 
preliminary description of rectographic- 
volumetric studies, as illustrated in Case 
#¢1, may become the basis and be the 
incentive for others to continue further 
investigation in that direction. 

Several original cases are selected for 
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Fig. 14A and B, Cystocram reveals enormous 
cystoce'e in erected and recumbent position, 
of Fig. | and 2. Hemorrhoidectomy performed 
some time ago. Recurrence of hemorrhoidal dis- 
ease because of the pronounced large rectocele. 


presentation in relation to the described 
pathology. 

CASE +1, PAK, age 67, was seen 
for the first time in 1953. Chief com- 
plaint consisted of rectal pain during 
defecation, accompanied at intervals by 
bleeding and fullness and pressure sen- 
sation in the perineum and pelvis, ac- 
companied by stress incontinence during 
the acts of laughing, sneezing, and phys- 
ical exertion. History reveals that the . 
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emptying of the bowels was dependent 
upon purgatives and enemas. Examina- 
tion revealed a moderate stricture of the 
anus. multiple hemorrhoids, and a con- 
comitant recto, cysto, and urethrocele. 
(Case +1. Refer to illustration (Fig. 1 
and 2.) She was not seen again until 
January, 1955. A hemorroidectomy had 
been performed some time before return- 
ing to Arizona. The complaints were al- 
most the same as in 1953; however, there 
was less distress and bleeding during 
defecation, Despite the rectal operation, 
purgatives were still necessary for daily 
Re-examination 
increased stricture of the anal outlet, 


evacuation. revealed 
more pronounced prolapsing _ recto- 
entero-cystocele, accentuation of vari- 
cosities in the retro-fornix of the vagina, 
and marked aggravation of stress incon- 
tinence. Recto and cystography were 
done to pre-establish its size and dis- 
placement. The contrast medium used 
during our studies was 5% sodium io- 
dide. X-ray exposures were made in the 
recumbent, erect, and lateral positions. 
The same contrast medium was applied 
to visualize the size of the rectum using 
a Foley-like catheter.* This new method 
of demonstrating the extent of the rectal 
pouch or an enterocele can be evaluated 
pre-operatively. We are of the opinion 
that determination of the size of hernia- 
tion of the rectum through the vaginal 
wall was never attempted previously and 
further studies in this direction may be 
of paramount importance in correcting 





* However, manometric measurements are in 
the process of study for the purpose of estab- 
lishing the tonus, ability, and amount of volun- 
tary contraction of the anterior rectal wall. 
The same studies will also reveal the efficiency 
of the abdominal wall in participating in the 
physiologic process of elimination. If the diam- 
eter of the rectal ampula is 4-5 times as large 
as the anal outlet, it is evident that the accumu- 
lated material will never be expelled, 





such concomitant pathology while per- 
forming a hemorrhoidectomy. (Fig. 14- 
A and B.) 

COMMENTS: This case is presented 
to illustrate the fallacious attempt to 
solve a hemorrhoidal syndrome without 
removing the primary etiologic factors 
and concomitant pathology. The un- 
usual size of the rectocele is demon- 
strated through the rectographic meth- 
od and the extent of its volume can be 
calculated in the same fashion as in 
pelvimetry. The protruding mass from 
the vaginal outlet, as seen in the pic- 
ture, resembles a prolapsing bladder. 
To visualize that this is an enormous 
rectocele, a retractor was inserted in 
the vagina preventing simultaneous slid- 
ing of the bladder. The pathology in- 
volved in this case is chronic trauma 
to the anterior rectal wall, with a re- 
sultant pronounced rectocele and her- 
niation through the vaginal outlet. Such 
condition is the cause of severe consti- 
pation accompanied by marked cysto- 
cele and stress incontinence. If procto- 
logic intervention is to be successful 
and accomplish its full effectiveness, it 
should embrace the correction of the 
concomitant pathology in one or two 
stages. Such repair would have been the 
proper procedure in removing the etic- 
logic factor and preventing recurrence. 

Reviewing the anatomy of the recto 
vaginal tract, we realize that the ante- 
rior wall of the intestinum rectum is si- 
multaneously the posterior surface of the 
vaginal tract. The cystocele with the 
ptotic uterus contributes to exert con- 
tinuous pressure and causes vascular in- 
terference in an area where hepatic and 
rectal circulation intermingle, determin- 
ing passive congestion with all its dele- 
terious results. 


CASE #2, LLEP, age 66, was seen 
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Fig. I5A. Cystocele and Rectocele. The litho- 
tomic position in this obese subject prevented 
simultaneous massive herniation of the urinary 
bladder and rectum. 

15B. Same patient one year later. Post-operative 


results show complete relief of .cysto- and 
rectocele. Note the site of urethral outlet which 
remains situated above the lower mucocutane- 


there was present about 240 c.c. of 
residual urine. A plastic surgival cor- 
rective outline was planned, designed 
to attempt to restore the rectal pouch 
to its normal size and approximate 
the displaced levator ani muscles. It 
was decided that during the same pro- 
cedure, a radical vaginal cystocele re- 
pair would be performed. The simul- 
taneous cystocele repair was important 
for two reasons: first, to eliminate the 
accumulation of residual urine and, sec- 
ond, to prevent pressure on the posterior 
vaginal wall. It is gratifying to realize 
that, despite the patient’s advanced age 
and the prolonged procedure, there was 
an uneventful recovery. The surgical 
correction of the cystocele and rectoceie 
improved the hemorrhoidal condition to 
such a degree that no further attemp! 
was made to remove them. A few months 
later, further examination revealed that 
the varices of the rectum, labia ma- 
jorae, and perineum were greatly im- 


proved, (Figs. 15 A and B and 16) 





ous junction. 


for the first time in 1952. 
Her weight at the time of ex- 
amination was about: 240 
pounds, Her main complaint 


consisted of frequency with 


stress incontinence of the 
urinary bladder; continuous 
sensation of pressure in the 
perineal area, chronic con- 
stipation, rectal bleeding, 
and painful defecation. The 
working. diagnosis was 
marked obesity, pronounced 
cystocele and rectocele, spas- 
tic anal outlet, posterior fis- 
sure of the rectum, and vari- 
cosities of both lower ex- 
tremities. Incompetency of 
the bladder was noted and 
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Fig. 16. Same patient. Lateral oblique shows the normal 
position and diminished size of bladder after radical ¢ysto- 
cele repair was performed. Inserted Folley catheter prevents 
visualization of urethral outlet and neck of bladder. Cysto- 
gram taken 6 months postoperatively, Operations performed 
were: |. Radical Vaginal Cystocele Repair, 2. Urethrocele 
repair with application, 3. High Rectocele and plastic 
perineal repair. 4. Enterocele repair. 
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this case confirms the importance of pre- 
establishing a planned surgical pro- 
gram, intended to correct and relieve the 
main etiologic factor causing the above 
described pathology. From a geriatric 
standpoint, the relief resulting from such 
an operation improves the old age 
group’s outlook to the extent that they 
can participate in the usual outlets of 
life. The psychosomatic benefits con- 
tribute not only to the patient’s happi- 
ness, but practically prevent intercur- 
rent infections which so often are en- 
countered in this age group. 

The geriatric patient is usually placed 
in the category of poor surgical risks 
due to possible complications following 
major interventions. Basically this is 
true: however, if the general condition 
of the subject is justly evaluated and 
prepared for such procedure, usually no 
complicating consequences occur. In the 
excessively debilitated group, who need 
such correction, the same operation can 
be performed in two stages. The pre- 
ferred anesthesia for the advanced age 
group is local, caudal, or spinal. It is 
almost a paradox that the childbearing 
and middle age group is not frequently 
considered for such operation; how- 
ever, when reaching an advanced age. 
they are cast aside because of possible 
complications. 

The restoration of the above described 
ailments in the elderlv group is a great 
satisfaction to the physician. The dis- 
tress of the same ailment in the young 
and middle age group never has similar 
repercussions on their genergl health 
and, therefore, its correction does not 
attain the feeling of the above dramatic 
changes. The real objective consists in 
the realization that such intervention is 
to prolong fife expectancy of those who 
seek and need relief. Refusing surgical 





attention in the geriatric patient, con- 
tributes to the endurance of an unpleas- 
ant existence for the-remainder of their 
lives. 

CASE #3, MORTEP, age 71, was 
seen for the first time in 1949. Her chief 
complaint at the time of examination 
consisted of pain in the R.U.Q., where 
a choecystectomy was performed 25 
years ago. Among her complaints also 
were chronic constipation, frequency, 
stress incontinence, painful micturition, 
and a pressure sensation in the perin- 
eum. Examination revealed possible 
stone in the common duct, prolapsed 
bladder, pronounced rectocele, moder- 
ate prolapse of the uterus, hemorrhoids. 
and anal spasm. Upon her return to Ari- 
zona several years later, further re-exam- 
ination revealed that she sustained an 
extensive plastic repair consisting of al- 
most complete obliteration of the va- 
ginal outlet. The remaining opening was 
the size of a pencil and trying to locate 
the urethral outlet it was found to be 
situated about 214 cm. below the upper 
ridge of the vaginal repair. 

The resulting changes from such plas- 
tic repair contributes to a_ certain 
amount of urine often being present in 
the remaining dead space, existing be- 
tween the approximated labia and the 
vaginal pouch. The retention of urine 
in this artificial pouch brings about uri- 
nary decomposition and fermentation 
with all its deleterious effects on tis- 
sues causing continuous leaking. The 
present difficulties consist of severe con- 
stipation, stress incontinence, and hem- 
orrhoidal disease because of the still 
existing cysto-rectocele. The palliative 
plastic repair was performed probably 
under the impression of poor surgical 
risk. Presently the distress progresses in 
severity and relief is tequested. 
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About four months ago the patient 
was subjected to a laparotomy because 
of the findings of a large calculus in the 
common duct which was causing biliary 
obstruction and severe attacks of pain. 
There was an uneventful recovery and 
this is mentioned for the purpose of 
demonstrating that, despite her ad- 
vanced age, she withstood such proce- 
dure and could have very well gone 
through a radical rectal and bladder re- 
pair. Bearing in mind the future physi- 
cal welfare of the patient, further cor- 
rective surgical procedure in the rectum 
and bladder is considered. The presenta- 
tion of the recto and cystographic evi- 
dence that the main disturbance was not 
eliminated by the aformentioned plastic 
repair can be clearly seen in this x-ray 
illustration. (Fig. 17 A and B) 

COMMENTS: The presentation of 
this particular case indicates that, be- 
fore performing an operation, the gen- 
eral condition of the subject and an ex- 
act inventory of the patient’s deficiencies 
are to be made. The classification of 
cases, as to the ability of going through 
a major intervention, is to be considered 
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Fig. 17A and B, X-ray showing large bladder retaining about 2000 cc, of fluid in erected and 
supine positions, demonstrating different configurations of the bladder. Also shows the unusual 
mobilization of the urinary bladder, causing enormous pressure on rectum, sigmoid and to the 
entire arterial and venous system located in the lower pelvis, causing also varicosities in the lower 
extremities, external genitalia and many other pelvic adnexae including rectum, with resulting 
pronounced hemorrhoidal disease. +" : 
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not only from the advanced age of the 
patient but also from the surgical proce- 
dure itself and the resulting conse- 
quences that such operation may deter- 
mine in the future. This is particularly 
true in our case, when we realize that 
her age is 71; however, her circulation, 
the general physical condition, and the 
frame of mind are still efficient as in the 
middle age person. Because of her good 
general condition, she takes advantage 
of the outlets of life and the primary 
symptoms complained of in 1949 are 
still persisting and interfering with her 
welfare. The major operation performed 
on the bile ducts shows she could have 
withstood additional surgery when the 
fallacious symptomatic repair was at- 
tempted. 

CASE +4, NARG, age 70, was seen 
for the first time several years ago. Diag- 
nosis made, at the time of examination, 
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Fig. 18A and B. On the left an unusually enormous Rectocele, situated very low, almost below the 
pubis bones, causing frequent impactions, incorrigible constipation, frequent rectal bleeding 
resulting from trauma during defecation. On the right is shown a very large Cystocele, occupying 
9/10 of the pelvis in the same patient and explains in part the unusual displacement of the rectal 
conten: and its existing pouch. In this case the enormous Rectocele weakened the perineal sup- 
pert, and the perineum assumed a triangular shape, the apex of which corresponds to the anus 
and the base to the upper limits of the rectal pouch. 


consisted of chronic hypertension, myo- 
cardial insufficiency, obesity, stress in- 
continence, cystitis, rectocele associated 
with chronic constipation, and hemor- 
rhoids. Her main complaint is continu- 
ous pressure in the lower abdomen and 
rectal distress during elimination. Fur- 
ther examination, performed recently, 
revealed that, apart from her chronic 
hemorrhoidal condition, elephantiasis 
and cord-like varicosities of the lower 
extremities, labia majorae, and external 
genitalia became very pronounced. A 
pelvic examination revealed extreme re- 
laxation of the perineum, the presence 
of a pronounced recto-cystocele and 
stress incontinence. This syndrome prob- 
ably persisted for many years as a re- 
sult of multiple pregnancies, weakening 


the pelvic support. The x-rays from this 
case are self-explanatory and confirm 
similar pathology, as described in the 
other cases. Despite the advanced age of 
this patient and the general condition 
described, surgical correction to be 
made at selected intervals comes into 
consideration, (Fig. 18-A)—(Fig. 18-B). 

COMMENTS: The inventory of ail- 
ments of this 70-year-old woman cer- 
tainly does not encourage major sur- 
gery, at first glance. However when we 
consider that the mental alertness of this 
patient is still very efficient, a careful 
study and periodic performance of short 
interventions comes into consideration, 
not only to alleviate the subjective com- 
plaints but to prevent entero-G.U. com- 
plications. Such complications usually 
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Fig. I9A and B, Rectogram—Ant. post and lateral positions. Well supported rectum in a normal 
young nullipara. 


are not only deleterious but are shorten- 
ing the life span for this advanced age 
group of patients. As a result of this 
discussion, we realize that greater at- 
tention should be given to the child- 
bearing group of our population, pre- 
venting and arresting existing suppor- 
tive damage. Plastic correction of the 
perineum is to be’ recommended at the 
onset of the menopause, for prevention 
of clinical manifestations at an advanced 
age of life. 

The cases presented in this discussion, 
where the extent of the rectocele can be 
evaluated preoperatively, and properly 
taken care of, is a great step in advance 
in the field of reconstructive surgery of 
the perineum. Such prediction evaluates 
the amount of surgery to be performed. 
One of the demonstrations is a nullipara, 
free of any rectal pathology, presented 
for the purpose of comparison. (Fig. 19) 


Before removing hemorrhoids in the 
presence of large rectoceles, it is advis- 
able to perform a simultaneous opera- 
tion of this interdependent ailment. In 
the absence of infection and ulceration 
in hemorrhoids, with the presence 
of cysto-rectocele, corrective surgery 
should begin with the plastic repair of 
these organs. Through such planned 
method, the once prolapsed redundant 
rectal mucosa is allowed to diminish its 
size, improve its circulation, and at 
times prevent further surgical attention. 
A reverse procedure not only will not 
remove the causative factor nor restore 
the suspensory system but will only dis- 
courage the subject when recurrence of 
hemorrhoids takes place. It is evident 
that the field of proctology should em- 
brace the surgical correction of the rec- 
tum, colon, and all its associated de- 
scribed pathology. 


Summary 


1. Extension of the proctologic 
field is desirable. 

2. The increase of hemorrhoidal 
disease, rectocele, and cystocele is 
attributed to modern civilization, 
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industrialization, and to the ex- 
pediency of shortening hospital 
stay in obstetrics. 

3. Hemorrhoidal disease is con- 
sidered as the sliding and hernia- 
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tion of a rectal segment, as a result 
of weakening of the supportive, 
cementing connective tissue system 
of the rectum and lower bowel. 

4. Rectocele, cystocele, and hem- 
orrhoids are considered to have a 
common etiologic factor. 

5. Procidentia is considered as 
an extreme phase of rectal pro- 
lapse, resulting from prolonged 
and excessive mobility of the lower 
bowel and its pelvic peritoneum. 

6. Constitutional factors may be 
the underlying etiology responsible 
for the frequency of procidentia in 
young and older subjects. 

7. The participation of the 
arterial system is demonstrated in 
the formation of hemorrhoids. 

8. Methods of correction of ex- 
cessive prolongation and mobility 
of the colon are described. 


Y¥. The pathogenesis and etiology 
of varices, hemorrhoids, cystocele, 
rectocele, and stress incontinence 
are discussed. 


10. Recommendation is made 
that rectocele and cystocele be cor- 
rected before hemorrhoidectomy is 
performed. 


1l. It is asserted that onset of 
menopause is the time when cor- 
rective surgery in existing perineal 
pathology is indicated. 


12. A new method of rectography 
and rectometry is presented to 
evaluate preoperatively the extent 
of rectoceles and enteroceles. 


13. A number of cases is pre- 
sented to demonstrate the efficiency 
of preoperative evaluation of rec- 
toceles, enteroceles, and stress in- 
continence. 
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Symposium on Hepatobiliary Diseases 


You are cordially invited to attend a symposium on “Advances in 
Diagnosis and Treatment of Hepatobiliary Diseases” in celebration of 
the Tenth Anniversary of Clinical Research on Liver Disease at the 
Jersey City Medical Center, Jersey City, New Jersey, January 12, 1957. 


REGISTRATION —9:00-9:30 a. m. 


MORNING SESSION —9:30-12:30 p. m. 


Presiding—Thomas J. White, M.D., Chief of 
Medical Service, Jersey City Medical 
Center 


The Use of Liver Function Tests 
Franklin Hanger, M.D., Professor of Medi- 
cine, Columbia University 
Diagnostic and Therapeutic Value of 
Liver Biopsy 
Carroll M. Leevy, M.D., Director of Clini- 
cal Investigation, Jersey City Medical 
Center 
Radiological Evaluation of the 
Hepatobiliary Trees 
Arthur Finkelstein, M.D., Professor of 
Radiology, University of Pennsylvania 
Clinical Evaluation of the 
Jaundiced Patient 
Harold Jeghers, M.D., Professor of Medi- 
cine, Seton Hall College of Medicine 


Constitutional Hyperbilirubinemia 
Frank B. Johnson, M.D., Chief, Section on 
Histochemistry, Armed Forces Institute 
of Pathology 


Question-Answer Panel 

Chairman—Angelo M. Gnassi, M.D., Path- 
ologist and Director of Laboratories, 
Jersey City Medical Center 
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LUNCHEON —12:30-1:30 p. m. 


AFTERNOON SESSION —2:00-5:30 p. m. 


Presiding—Charles L. Brown, M.D., Dean, 
Seton Hall College of Medicine 


Medical Management of Cirrhosis 
Joseph Post, M.D., Clinical Associate 
Professor of Medicine, New York Univer- 
sity 


The Role of the Liver in Surgical Stress 
Earl J. Halligan, M.D., Surgeon-in-Chief, 
Jersey City Medical Center 


Physiological Alterations in 

Portal Hypertension 
Marvin: Gliedman, M.D., U. S. Naval Hos- 
pital, St. Albans, Long Island 


Surgical Management of 

Portal Hypertension 
Arthur H. Blakemore, M.D., Associate 
Professor of Clinical Surgery, Columbia 
University 

Surgical Treatment of Primary and 

Metastatic Cancer of the Liver 
George T. Pack, M.D., Clinical Professor 
of Surgery, Cornell University 


Question-Answer Panel 

Chairman—Louis L. Perkel, M.D., Director, 
Gastroenterology Department, Jersey City 
Medical Center 
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Lipomas of 


the Left Colon 


The purpose of this paper is to present 
a series of cases with some discussion of 
the literature on lipomas affecting the 
left colon. It has been our experience 
that this type of lesion presents a diag- 
nostic problem because of the various 
ways in which it can manifest itself, and 
because it is infrequently included in 
the differential diagnosis of lesions of 
the left colon. 

Intestinal lipomas have been reported 
as early as 1757 by Bauer.’ To our 
knowledge, no cases of colonic lipomas 
have been reported in the literature in 
the United States since 1950. At that 
time, Cavanaugh’ reviewed the litera- 
ture on submucous lipomas of the large 
bowel and found 151 cases of sub- 
mucous lipoma of the colon up to 1950 
and reported an additional case, making 
a total of 152 cases. Long, Dockerty 
and Waugh‘ reported 33 cases of lipoma 
of the large bowel out of 125,000 ab- 
dominal explorations. The Mayo Clinic* 
‘reported 69 cases in 13,000 autopsies. 
In Pemberton-McCormack’s report,* 29 
cases were found in the cecum, 21 in the 
ascending colon, 15 in the transverse 
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colon, 15 in the sigmoid flexure, 12 in 
the rectum, 10 in the descending colon, 
10 in the colon—exact location not re- 
ported, probably colon 2, and possibly 
colon 2. 

Lipomas of the left colon may be 
asymptomatic or manifested by vague 
intestinal complaints, constipation with 
recurrent colicky abdominal pain, in- 
testinal obstruction, and rectal bleeding. 
Intestinal obstruction is usually due to 
intussusception, or to a large space oc- 
cupying lipoma. Rectal bleeding is a 
result of infarction, volvulus of a pe- 
dunculated lipoma, or infection with 
ulceration. 

Diagnosis Diagnosis can be estab- 
lished by history; anorectal digital ex- 
amination; anoscopy; sigmoidoscopy; 
barium enema, including fluoroscopy 
and air-contrast enema; and surgery. In 
a communication from Dr. Henry Ler- 
ner*® he stated: “On radiological ex- 
amination, lipomas in the gastro-intes- 
tinal tract appear as smoothly-rounded, 
well clearly-defined masses with a uni- 
form density. On occasion, fibrous tarbe- 
culations may be seen, dividing the 
tumor mass up into segments. In these 





* Chief of Radiology, Parker Hill Medical 
Center, Boston, Massachusetts. 
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instances the tumor mass may appear 
lobulated. The density is usually less 
than that of the neighboring soft tissues 
giving a radiolucent appearance; de- 
pending on the fat content of the tumor 
mass. If there is a high degree of 
fibrous tissue present, it may be difficult 
to differentiate the lipoid tumor from 
adjacent soft tissues. If the tumor mass 
appears to be very unhomogenous in 
its density, the possibility of a liposar- 
coma should be considered. Lipomas 
should be differentiated from dermoid 
cysts which contain large amounts of 
lipoid material within them.” 

In the differential diagnosis of lesions 
involving the left colon one must con- 


sider adenomatous polyps, leiomyomas.. 


fibromas, lymphomas, neuromas, carci- 
nomas, sarcoma, and carcinoids. 

Case Presentations The following 
cases present examples of some of the 
problems which may be encountered in 
the diagnosis of lipoma of the left colon: 

Case +1. A 37-year-old white male 
presented himself with a history of sud- 
den onset of rectal bleeding, actually 
just streaking on the toilet tissue on de- 
fecation. This was of two days dura- 
tion. No alteration in bowel habit was 
noted. Digital examination was negative. 
Anoscopy revealed moderately large in- 
ternal hemorrhoids with overlying 
hypertrophied papillae. Sigmoidoscopy 
to 25 cm. was entirely negative. The 
patient was referred for barium enema 
study, and a polypoid type lesion was 
reported in the descending colon. The 
patient was prepared for surgery and 
at laparotomy a submucous lipoma, 3 
cm. in its greatest diameter, was found 
on the postero-lateral wall. Transcolonic 
extirpation of the submucous lipoma 
was performed, and the patient had an 
uneventful recovery. This case repre- 
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sents an asymptomatic submucous 
lipoma of the descending colon in which 
the rectal bleeding was probably due to 
anorectal pathology. 

Case #2. A 62-year-old white male 
complained of left lower quadrant pain 
and rectal flatus of three months dura- 
tion, and progressive constipation of 
four years duration. No bleeding was 
noted in the history. Anoscopy was 
negative. Sigmoidoscopy was _ per- 
formed. The scope was passed to 15 cm. 
At this level there was considerable 
spasm which prevented further com- 
fortable passage of the instrument. 
Barium enema revealed a_ polypoid 
lesion in the upper sigmoid associated 
with multiple diverticula, in this same 
area. On exploration the lesion was 
found to be in the lower sigmoid close 
to the peritoneal reflexion 2.2 cm. in 
diameter, smooth and yellowish in color. 
Diagnosis of lipoma of the large bowel 
was made. This case is an example of a 
sigmoidal lipoma with intermittent par- 
tial intestinal obstruction. 

Case +3. A 70-year-old white male 
who complained of crampy mid-abdomi- 
nal pain of eleven months duration who 
had one episode of rectal bleeding was 
admitted to the hospital with a diagnosis 
of acute intestinal obstruction. On 
laparotomy it was found to be an in- 
tussuscepting subserous lipoma of the 
splenic flexure. This case represents an 
acute intestinal obstruction due to in- 
tussusception of a subserous lipoma. 

Case +4. This 40-year-old white 
woman had a history of recurrent, inter- 
mittent, crampy, abdominal pain of 
several years duration. Barium enema 
revealed a polypoid lesion in the distal 
half of the transverse colon. At surgery 
the patient was found to have a lipoma 
of the transverse colon. This is an ex- 
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ample of a benign lipomatous lesion of 
the transverse colon causing vague gas- 
tro-intestinal complaints and intermittent 
intestinal obstruction. 

Treatment Treatment consists of 
surgical extirpation of the lipoma by 
colotomy or segmental colectomy. 
Usually, simple excision of the lipoma 
is all that is required. However, if the 
lesion is very large and has a broad 
base, or if intussusception is present, 
segmental colectomy is advised. Lipomas 
of the colon usually have a rich blood 
supply and, therefore, we do not advo- 
cate their fulguration. Suture ligatures 
should be used to control any bleeding 
from the base of a colonic lipoma. 

Pathology All colonic lipomas are 
benign. To our knowledge, there have 
been no reports of malignant changes 





Intestinal 


occuring in these lesions. 
lipomas may be either submucous or 
subserous in location; ninety per cent 
are submucous, approximately 10% 
subserous. Colonic lipomas are usually 
single rather than multiple. Intestinal 
lipomas are usually solitary lesions. 
However, several cases of multiple in- 
testinal lipomas have been reported® 
Also they are usually pedunculated 
rather than sessile. 

On examination, lesions appear as 
yellow or orange, smooth, encapsulated, 
but may vary from this color to pink, 
or even black, depending upon the 
amount of thrombosis, infection or 
ulceration within the lesion. Cases of 
spontaneous amputation with extrusion 
of the lesion on defecation have been 
reported. 


Summary 


1. Cases have been presented of 
lipoma of the left colon. 

2. Symptoms of lipomas of the 
left colon may be manifest by ob- 
struction, hemorrhage, intussuscep- 
tion or volvulus. 

3. Careful routine diagnostic 
studies including digital, anoscopy, 
sigmoidoscopy, stool studies for 
occult blood, and various types of 
barium enemata are emphasized, 
noting that many of these lesions 


are asymptomatic and are only 
picked up during the course of 
routine examination. 


4, Surgical removal of all colonic 
lipomas is advised. 


5. Lipomas should be included 
in the differential diagnosis of all 
lesions of the large bowel. 


6. Lipomas of the left colon are 
not as rare as the literature would 
seem to indicate. 
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Hemorrhoidectomy 


with Visualization 


and Mobilization 


of External Sphincter 


A hemorrhoidectomy is considered, 
by most surgeons, to be a minor opera- 
tion. The patient, however, uses a dif- 
ferent classification. To the patient a 
well performed operation is just an 
incident, a poorly performed operation 
is a tragedy. 

In reviewing the different techniques 
used to separate a patient from his piles, 
a variety of methods are described. The 
end result of all of the methods is to 
get rid of the varicosity and do no 
damage to the host. Where the patient 
suffers damage, the result is frequently 
poor. 

If we could determine the factors 
that cause damage to the patient or any 
of his vital structures, and devise a 
way to prevent the damage, much good 
should result. It is my impression that 
the chief cause of trouble during a 
hemorrhoidectomy is lack of adequate 
exposure. Lack of adequate exposure is 
responsible for techniques that are 
surgically unsound. One of these is the 
placing of sutures without being able 
to see exactly what is being sutured. 
The second result of poor exposure is 
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the inability to locate bleeding and 
eventually suturing blindly. There is 
no operation which is worse to watch, 
or to perform, than a hemorhroidec- 
tomy without good exposure, resulting 
in a blind and bloody procedure. 

There are two ways to avoid poor 
exposure. One is to remove only the 
portion of each hemorrhoid which is 
easily visible. The second is to use a 
method that gives good exposure, yet 
removes entirely all of the offending 
varicosities. I shall describe a method 
which provides excellent exposure, not 
only of the portion that is being re- 
moved, but also of the structures that 
must be left behind. In addition to that. 
bleeding as it occurs will be visible. 
One more thing in its favor is that it is 
easy, or seems easy, because the opera- 
tor is never lost. 

It has been my experience that ade- 
quate protection of the external sphinc- 
ter is most important. In operations 
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where sutures are placed deep and 
blindly, I am sure the external sphinc- 
ter is very frequently caught in the 
suture and the resultant postoperative 
pain due to spasm must be terrific. By 
adequate protection of the external 
sphincter, we have almost entirely elimi- 
nated postoperative pain. Certainly a 
hemorrhoidectomy need now be no 
more uncomfortable than an abdominal 
operation. 

The operation that I am about to 
describe may resemble several pre- 
viously described methods, but there 
are important differences. These will 
become apparent as we proceed. 

Under general or regional anesthesia, 
without initial dilatation of the anal 
sphincter, an incision is made on either 
the right or left side of the anus along 
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This 


incision 
does not need to follow exactly the 
curves and switchbacks that may occur 
around a skin tag, but should be 


the mucocutaneos line. 


through the skin rather than the 
mucosa. The incision should not extend 
to the midline either anteriorly or post- 
eriorly. It is seldom necessary to clamp 
or tie a bleeder on the skin margin. 
With an index finger in the anus, the 
thumb grasps the hemorrhoidal mass 
and folds it medially, exposing the 
sphincter. With the opposite hand, the 
sphincter is pushed upward while the 
finger and thumb pull downward on the 
pile bearing portion. The sphincter is 
easily pushed upward to about the level 
of the pectinate line. At this level a 
white fibrous lower attachment of the 
longitudinal internal sphincter can be 
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seen. It is at this point that the skin will 
be attached, using a mattress inter- 
rupted suture which is both hemostatic 
and supporting. After the sphincter has 
been pushed upward and before the 
sutures are placed, the hemorrhoidal 
mass can be grasped by a forcep, or a 
clamp put across its entirety, but it must 
not be cut off until the sutures are 
placed and tied because this mass serves 
a two-fold purpose: 1 The blood ves- 
sels are visible and can be encircled by 
a suture and 2 it is useful for traction. 
About five mattress sutures fix the skin 
to this previously described fibrous 
band and mucosa, above the hemor- 
rhoidal mass. The sutures are tied and 
cut as soon as they are placed and then 
the hemorrhoidal mass is cut away. 
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losure of 


At this point a piece of 
gauze can be placed into the 
anus, pushing aside the 
hemorrhoids on the opposite 
side, giving a good exposure 
of the operated side. Any 
bleeding is seen at once and 
with both edges everted, the 
area can be grasped by an 
Allis forceps and a suture 
put in superficially, being 
sure not to go deep into the 
sphincter. 

The second side is then 
treated in a similar manner, 
being careful not to join the 
incision to the opposite side 
at the midline anteriorly and 
posteriorly, This is important 
in order to avoid stricture 
which can and does occur if 
the entire circular mass is 
excised. The hemorrhoids 
occur chiefly on the lateral 
aspects, so it is not necessary 
to invade the midline. 

When both sides have been com- 
pleted, a piece of gauze is again pushed 
into the rectum, extending out of the 
anus. This is used to retract first one 
side, then the other for final inspection. 
I usually then break a large square of 
Gelfoam into four rectangles and push 
them half into the anus, folding the 
four ends outward to cover all of the 
sutured edges. 

Thus we have a completed operation 
where the external sphincter was visible 
during the placement of the sutures and 
the entire suture line is visible pbst- 
operatively. The result is a comfortable 
patient after a safe and very easy opera- 
tion. If inadvertently the incisions were 
joined anteriorly and posteriorly, the 
patient should be watched for stricture. 
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By giving mineral oil the patient’s 
bowels usually move about the fourth 
postoperative day, almost always with- 
out the expected discomfort. Mineral 
oil is stopped and a formed stool at the 


end of a week takes care of dilatation. 
A finger gently slipped into the anus 
ten days later reveals an almost entirely 
healed well functioning anus. The ulti- 
mate cosmetic result is excellent. 


Bibliography 


1, Buie, Louis A., Practical Proctology. W, B. 
Saunders Company, 1937. 

2. Nesselrod, J. Peerman, Proctology in Gen- 
eral Practice. W. B, Saunders Company, 1950. 


3. Parkinson, E. D., "The Permanent Cure of 
Hemorrhoids," American Journal of Surgery, 
vol. 88, November 1954, p. 726-731. 

836 Willington Avenue 





Clini-Clipping 





oO 


Cancer forming obstruction in ascending colon. 


a. If ileocecal valve is competent ascending colon 
may be enormously distended. 


b. If ileocecal valve is not competent the small 
bowel becomes distended. 


. Section through ileocecal valve. 
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History 


of Proctology 


The history of proctologic pathology, 
diagnosis and treatment is included in 
the history of Gastro-enterology. We 
classify two great eras: Pre-Clinical or 
Pre-Hippocratic Era, and Clinical or 
Hippocratic Era, which we divide into: 
Empiric, Systematic, Experimental, 
Morphologic, Physiopathologic and In- 
tegral Medicine Periods. 

Pre-clinical Era: Intestinal disturb- 
ances were the first sicknesses known; 
the first therapeutic elements that men 
learned from animals were cathartics to 
provoke violent intestinal emptying. 
Sumerian civilization (3000 B. c.), Ha- 
murabi’s Law in Babylonic culture, Im- 
hotep of Egypt, Esculapius of Greece, 
Moses and Shinon (Israel), and Athar- 
vaseda’s (Indian) works and Ebers’ 
Papyrus mentioned constipation, diar- 
rhea, intestinal gas, anal pruritus, spasm, 
piles and fistulas. The three signals of 
ano-rectal diseases: blood, pus and 
mucus were known in this period. In- 
dian Medicine (1000 B. c), knew many 
diseases, quoted in Manu’s Law (piles, 
abscesses, fistulas) and the Ramayana 
described the surgery of tumors of the 
rectum. In the Old Testament and Sam- 
uel’s Book piles were constantly quoted; 
people thought they had a magic, evil 
or god-origin. 
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Clinic or Natural Era 

EMPIRIC PERIOD: (450 B.C. to 8th 
Century) This period begins with Hip- 
pocrates who applied the philosophic 
criteria to his studies of health and 
disease, at the patient’s bed. In his 
Corpus Hippocraticus he points out the 
surgery of fistula and piles, using a 
rectal speculum; indicates ass milk as 
a laxative agent and oak bark, pome- 
granate roots and teeth of dragon as 
astringent substances, and describes the 
ulcers of dysentery and intestinal le- 
sions. Marcus Percius Cato (243-149 
B. C.) in Rome, administered cabbage 
juice in fistulas. In Greek-Roman Medi- 
cine a bivalve anal speculum and rectal 
washing with a special syringe were 
used. Celsus gives the rupture of small 
bowel a very bad prognosis, sutures 
large intestine and ligates anal fistula. 
Galen (129-200) describes some of the 
muscles of the anus and rectum and 
tumors of the anus in his De Sedis 
Musculis. He makes up a syringeotome 
to operate fistulas and anal condylomas. 
Christian physicians (Cosme, Damian, 
Saint Anthony of Padua) indicate hy- 
drotherapy in anal processes. Intestinal 
parasitoses are described by Alexander 
of Thales. He uses, for the first time, 
rhubarb, and describes choleriform syn- 
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drome. Byzantine Medicine filters out 
the errors of Greek-Romans and elabo- 
rates the principal bases of the future 
Medieval Medicine. 

SYSTEMATIC PERIOD: (8th to 14th 
Century) Since the fall of Roman Em- 
pire and during ten centuries there have 
been no important improvements, but 
a most important conquest in medicine: 
the foundation of hospitals and medical 
schools. This is a period of systematiza- 
tion of medical knowledge, during which, 
slowly but firmly, were building the 
most important bases of the Renais- 
sance. Surgery in barbers’ hands for- 
gets the ligature of fistula indicated by 
Celsus, and uses the red-hot iron, How- 
ever, the schools of Salerno, Guys de 
Chauliac (1363) and John of Az- 
derne (1349) contribute to make sur- 
gery richer with different methods of 
operating on rectal diseases. Arabian- 
Jewish Medicine (8th to 13th Century), 
with its pronounced therapeutic char- 
acter, adds to the pharmacology of in- 
testinal and rectal diseases, especially 
the use of gummy julep in the adminis- 
tration of astringents for diarrheal 
treatment. The Empiric and Systematic 
periods were the Pre-Technical Period 
of Proctology. 

EXPERIMENTAL PERIOD: (I5th to 
17th Century) is typical of the medical 
Renaissance. Following Christian doc- 
trine the sick man is the object of love 
and charity. This is the exploratory 
period of medicine and therefore of 
Proctology. Anatomical knowledge is 
increased and intestinal muscles are de- 
scribed by Leonardo da Vinci, Zerbi, 
Laguna (1494-1560), Vesalius (1543), 
Kerkring (1670) and Cowper (1694). 
In the 17th Century, therapy and surgi- 
cal technic improve because of a better 
knowledge of anatomy, physiology, 





chemistry and physics. Cordus (1546) 
published the _ first 
Surgery is benefited in this period al- 
though it has to struggle against techni- 
cal obstacles and prejudices. Paré 
(1510-1590) prefers hygiene and suture 
of wounds to fire and the red-hot iron. 
Faubert, Camper and Girault use linen 
strings and silver ring respectively (16th 
Century). 

MORPHOLOGIC PERIOD: (18th 
Century) For the first time the etiopa- 
thogeny of diseases is established in 
Medicine; dogmas and doctrines are 
built that influenced the birth of medi- 
cal and scientific methodology. So that, 
Sthal (1698) describes piles as a ple- 
thoric generalized expression and James 
(1760) as venous stasis. Santorini 
(1715) and Wislow (1732) describe 
three portions of external anal sphincter 
and anal crypts and glands respectively. 
Ano-rectal physiology (Reaumur, Haller, 
Spallanzani) and clinical descriptions 
(Morgagni, Boerhaave, Mestivier and 
Pott) are continuously studied. In this 
century are introduced tartar emetic, 
opium ticture and paregoric elixir. Sur- 
gery improves very slowly with technic 
of Littré (1710), pioneer of colostomy, 
and Pillore (1776), who performed, for 
the first time, a cecostomy to treat ob- 
struction in a rectal carcinoma. 

PHYSIOPATHOLOGIC PERIOD: 
(19th Century) This is the century of 
cellular functional and dynamic pathol- 
ogy (Virchow). Illness is not in the 
organ but in cells. Anatomy (Kolh- 
rausch, 1854; Beraud, 1858) and physi- 
ology (Beaumont, Bernard, Daubenton, 
1800; Brown-Sequeard, 1860; Heinde- 
ham, 1888; Cannon, 1897) are im- 
proved, making richer surgical technic. 
Intestinal infections are identified as 
due to bacteriology and parasitology 


Pharmacopoeia. 
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(Pasteur, Koch). In this period proc- 
tology is founded as a specialty (Sal- 
mon, London, 1835). Dessarmaux 
(1853), Bondenhamer (1863), Kelly 
(1887) and Simon (1873) with. their 
perfected endoscopes amplify the field 
of proctology toward the large intestine. 
Clinical knowledge is deepened with the 
pathologic studies of Parkinson (1812), 
Dause, Huson, Maniere (1827), Laen- 
nec, Cruveilhier (1829-), Salmon 
(1835), Physick (1836), Muller (1853), 
Morehead (1856), Moore (1857), Wilks 
(1875), Haussman (1882), Witch 
(1884), Talamon (1892), Mayer (1893) 
and Blanc (1899). 

Pharmacology is developed in Ger- 
many, England and France with the syn- 
thesis of morphine (1803), strychnine 
(1818), atropine (1833) and cocaine 
(1859). 

Surgery is wonderfully enriched with 
new technics and armamentarium con- 
tributed by surgeons like Bargagni 
(1824), Lisfranc (1826), Dupuytren 
(1828), Dieffenbach (1845), Denonvil- 
liers, Verneuil (1873), Bardenheux 
(1880), Fenwicks (1884), Senn (1888) , 
MacBurney (1889), Sims (1889), Bill- 
roth, Hartman and Pilliet. In this period 
are established the schools of Proctology 
of Silvestri Italy. (1862), Allingham 
(1874), Molliere (1877), Picot (1843) 
and Mathews (1899). 

INTEGRAL MEDICINE PERIOD: 
(20th Century) Important scientific and 
technical discoveries and the enormous 
diffusion of medical culture make this 
century what we call the privileged cen- 
tury of Medicine. Proctology, as any 
other branch of medical science, re- 
ceived great and important advantages 
as X-Rays, technical improvement of 
endoscopic examinations and deepening 
of knowledge of all sciences. Sickness 
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is not now a local lesion but a dynamic 
alteration of the organic and psychic 
integration. Anatomy is enriched by 
the descriptions of the rectal-uretral 
muscle by Hartmann (1909). Physiol- 
ogy of intestinal and ano-rectal region 
is studied by Bayliss, Starling (1902) 
and Savich (1904). 

McClure, Jankelson, Finochietto, 
Mummery, Tuttle, Strauss, Lion and 
Bensaude improved endoscopy and bi- 
opsy. The radioscopy of normal and 
abnormal motility of the intestine was 
done by Boas, Devy-Dorn and Okinczyc 
(1907). Boas, Schmidt (Germany), 
Strassbenger, Allen and Nothangel 
(Austria), Duval, Lion, Mathieu, and 
Gaultier (France), Felsen (U.S.A.) 
and Lynch (Argentine), introduced 
clinical coloproctology. Reich (1911), 
McLean and Thaysen (1935) added new 
clinical findings to rectal pathology. 

The most important schools of Gastro- 
enterology of Europe and America pro- 
mote the study of Proctology. In this 
sense, the major role played by the In- 
ternational Academy of Proctology in 
the modern development and teaching 
of Proctology is well known. The Acad- 
emy, through its Annual Teaching Semi- 
nars, and its philosophy to bring the 
newer developments in proctology to 
the general practitioner as well as to the 
specialist, has advanced the teachings of 
proctology more than any other organi- 
zation in the history of medicine. 

The text books of the founder of the 
Academy, Alfred J. Cantor, M.D. (Am- 
bulatory Proctology—Hoeber, A Hand- 
book of Psychosomatic Medicine, with 
Special Reference to Intestinal Disorders 
—Julian Press, etc.), and the official 
publication of the International Acad- 
emy of Proctology, The American Jour- 
nal of Proctology, have been and are 
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continuing factors of great importance 
in the modern development of Proc- 
tology. 

The important books of Bacon, Ben- 
suade, Crohn, Buie and others must also 





be mentioned. Inasmuch as proctology 
is not taught in organized fashion in 
the medical schools, the authors of text- 
books in proctology become the major 
post-graduate teachers. 


Conclusion 


The most important schools of 
Gastro-Enterology of Europe and 
America promote the study of Proc- 
tology. 

Its history demonstrates that this 
specialty improved through a better 
knowledge of anatomy and physi- 


ology of the region and the progress 
of exploration of the lower intes- 
tine; but the most important fact 
has been the establishment of 
Preventive Medicine which has en- 
couraged early consultation and a 
responsible and useful therapy. 





Clini-Clipping 





Lesion 
A 


Method of excising involved portion of bowel before making an intestinal 
anastomosis. 
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Evaluation 


of a Wet Compress 


Preparation 


in Pruritus Ani 


Anal pruritus is undoubtedly one of 
the most refractory dermatoses, and its 
sheer indifference to resolution has 
prompted many into the fallacy of over- 
treatment of a dermatitis. 

The desire to obtain at least sympto- 
matic improvement has resulted in the 
indiscriminate use of sensitizing anes- 
thetic drugs. A rational and effective 
approach to the macerated and exco- 
riated perianum is herein described. 

When one is confronted with an acute 
excoriative dermatitis, either primary, 
or secondary to drug sensitization, em- 
piric treatment then becomes the most 
effective approach. We have found that 
aluminum acetate with colloidal oat- 
mealy is a mild astringent, emollient 
and demulcent which in the form of 
cold wet compresses or sitz baths, will 
restore skin physiology and bring about 
gradual resolution. 

The advantages of aluminum acetate 
are manifold and specific. Primarily its 
action is that of a buffer, astringent and 
mild antiseptic.* 
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Further, the colloidal oatmeal has the 
property of producing an imperceptible 
demulcent film on the skin? which helps 
provide a prolonged soothing effect. 

The pH of normal skin is slightly 
acid, ranging between 4.2 and 5.5.° This 
acid mantle is protective against organ- 
isms and is important in maintaining 
skin integrity. 

A survey by the writer on pH of 
normal and inflammatory perianal skin 
disclosed an interesting pattern. The pH 
of a perianal dermatitis is always alka- 
line. However, as the inflammatory 
process regressed the pH was found to 
return toward the normal acid status. 

Erosions and exudative inflamma- 
tions reduce the acidity of the skin. The 
seepage of alkaline serum on the sur- 
face is an active factor in the spread 
of dermatitis due to contact substances 
by continuity and contiguity. 





* Chief, Department of Proctology, Otis Gen- 
eral Hospital, Cambridge, Mass. Assistant Sur- 
geon, Rectal Clinic, Boston Dispensary, Boston, 
Mass. 
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The colloidal oatmeal is an additional 
buffering agent. Grais* has shown that 
Aveeno Colloidal Oatmeal produced a 
sustained pH of normal skin even after 
alkali treatment, thus helping to pre- 
serve the protective acid mantle of the 
skin. 

The astringent property of aluminum 
acetate is of value especially when ac- 
companied by edema and exudation be- 
cause of its vasoconstrictive effect on 
the capillaries and coagulating action 
on the albumin in tissue fluid, thus con- 
trolling exudation. 

With the 
namics in mind, a clinical evaluation of 
an aluminum acetate and colloidal oat- 
meal mixture in the form of wet com- 
presses was undertaken. 

Clinical Material This study con- 
sisted of 114 patients exhibiting per- 
ianal dermatitis. This series constituted 
primarily the atopic and venenata der- 
matoses in which marked maceration 
and excoriation was present. 

Patients were advised te apply Bur- 
Veen'®) wet compresses to the _per- 


foregoing pharmacody- 


ianum for 15 minutes, as many times 
daily as possible; the minimum being 
4 times daily. In addition, only wet 
cotton wipes of the solution were ad- 
vised after defecation. Otherwise this 
was the sole form of therapy despite the 
fact that patients often requested topical 
anesthetics for more immediate relief. 

Results If one bears in mind that a 
macerated, excoriated perianal skin 
needs to be dealt with definitively but 
conservatively, it will be realized that the 
above-described form of therapy will 
yield the shortest end result. 

It is important for the patient to 
understand that the symptoms will only 


t Bur-Veen Wet Dressing Powder, supplied by 
the Aveeno Corporation, New York, N. Y 





gradually abate, otherwise he is apt to 
become impatient and uncooperative. 
In most instances, however, after three 
to four days there are indications of 
subjective, as well as objective improve- 
ment which restores the patient’s confi- 
dence in the continuation of this form 
of therapy. 

As regression of the dermatitis takes 
place, the duration and number of per- 
iods for application of the wet compress 
may be successfully reduced. 

Of 114 patients so treated, 92% com- 
pletely resolved on aluminum acetate- 
colloidal oatmeal compresses. In the 
remaining 8% it was necessary to sup- 
plement therapy because of uncontrolled 
extension of the dermatitis making the 
situation somewhat untenable. 


Summary 


1. Aluminum acetate and col- 
loidal oatmeal each possess a de- 
sirable buffering action to aid in 
restoration of skin physiology. 

2. In combination there are 
astringent, mild antiseptic and 
demulcent properties. 

3. In a series of 114 patients 
with acute excoriative dermatitis 
92% were effectively resolved in 
one to three weeks; 8% were com- 
plicated and required supplement- 
ary therapy. 

4, This form of treatment is ef- 
fective particularly in the moist 
dermatitis, - 
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CASE REPORT 





Unusual 


Foreign Body 
In The Rectum 


The following case report is made of 
an unusual foreign object in the rectum. 
The self-introduction of foreign bodies 
by socially accepted individuals often 
makes recovery delayed and complicated. 
Too, attempt of removal by the patient 


PHOTO 


M. O. SCAMAHORN, M.D. 
Pittsboro, Indiana 


complicates recovery. Both these fac- 
tors were present in this case. 
Recently a twenty-seven year old 
white male, a life-long acquaintance, 
came to my office and by request be- 
came the last patient to be seen. He re- 
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fused to sit down in my consultation 
room and quickly stated he was embar- 
rassed because he had “lost” his flash- 
light. After repeated questioning I ob- 
tained the following history. Two hours 
previously he had placed the pointed 
end of the flashlight in his rectum and 
moved it in and out with a stroking 
motion. This was a means of obtaining 
additional sexual stimulation during 
masturbation. He had had this habit 
since he was eighteen years old. During 
this particular instance the flashlight 
had been pushed completely up into the 
rectum. He further stated he had made 
several unsuccessful attempts with his 
hand and a ruler to remove the flash- 
light. The only subjective complaint was 
that he had a desire to move his bowels. 
Digital examination revealed an easily 
dilatable rectal sphincter but no flash- 
light. He insisted that he had a flash- 
light, not a “penlight” in his rectum. 
He was taken to the hospital in the 
adjoining county where an X-ray plate 
(see Photo #1) was made to determine 
if there was a flashlight in his bowel. 
Because the plate revealed the apparent 
presence of a full-size flashlight, lens 
down, in the rectosigmoid bowel, he 


was hospitalized and taken to surgery. 
Under ether (open drop) anesthesia, 
the rectum was dilated to four fingers 
diameter, but the examining hand failed 
to touch the object. A uterine forcep, 
when introduced, touched the metal case 
at a distance of 22 centimeters. Biman- 
ual examination revealed the mass in 
the left lower quadrant of the abdomen. 
Deep palpation and manipulation on 
the abdomen forced the object to the 
level of the sacral promontory. With 
continued abdominal pressure and de- 
flection the flashlight was squeezed down 
into the bowel along the sacral hollow. 
From this point slow and repeated slip- 
pery application of the forceps teased 
the flashlight case into the rectal am- 
pulla. Subsequent removal was easy 
through the well dilated sphincter. Sur- 
gical time was thirty-seven minutes. 
The specimen was a regular, full size, 
torpedo ended, two cell flashlight. (see 
Photo #2). The lens had been broken 
previously and the bulb and batteries 
were missing. To ease introduction and 
use the switch had been .removed by 
the patient and a piece of adhesive tape 
placed over this defect of the metal case. 
Hospitalization was over a period of 
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sustained relief in 


anorectal conditions 


RECTAL DESITIN OINTMENT affords unusually effective 
relief from pain, irritation, inflammation, itching, con- 
gestion, and discomfort in non-surgical hemorrhoids, 
anorectal irritation, pruritus, uncomplicated fissures, 
proctitis, inflammatory cryptitis, papillitis and perianal 
dermatitis. 

Outstanding Advantages: (1) a special tacky consistency 
for prolonged efficacy. (2) a unique wetting agent for 
intimate, thorough coverage. (3) Norwegian cod liver 
oil to stimulate healing. 


Formula: RECTAL DESITIN OINTMENT contains high grade 
Norwegian cod liver oil, zine oxide, lanolin, taleum, sodium lauryl 
sulfate, petrolatum q.s. Does not contain local anesthetics, narcot- 
ics, or “caine” drugs which might mask serious anorectal disorders. 


Available on your prescription in tubes of 142 0z., with a safe, flexible applicator. 
Liberal sample supply on request. 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 
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thirty-eight hours. Regular _ diet was 
taken well, but all medications and 
treatments were refused. The first bowel 
evacuation was a normal stool, 20 hours 
postoperatively. He returned to work as 


a factory worker two and one half days 





vealed nothing unusual. Recovery was 
uneventful. 


Summary 


This report describes an unusual 
foreign object (flashlight) success- 


later. 
Some two or three office calls re- 


fully removed from the rectosig- 
moid colon. 





Psychosomatic Medicine is Medicine 


Psychosomatic medicine is medicine. This brief statement 
provides a simple and yet profound definition. Any con- 
sideration of the surgical aspects of medicine is merely that 
and nothing more. It is partial, incomplete, one-sided. A 
study of the general medical aspects of medicine is equally 
incomplete. A presentation of the “emotional” aspects of 
medicine results in still another unfinished picture. In its 
basic meaning psychosomatic medicine includes all of these. 
It is a more complete presentation. 

The physician who treats “disease” without the realization 
that the “disease” is merely the reaction of a human “body” 
and “mind” to the presence of a disturbing factor or factors 
in the internal or external environment of that “body” and 
“mind” is slowly becoming outdated. The modern physician 
realizes that the terms “body” and “mind” are artificial 
separations from the facts of life. The fact is that the mind 
cannot exist without the body. The fact is that the body 
and mind are one in their reactions. To attempt to divorce 
“mind” and “body” in the living organism results only in a 
linguistic deception. Separate labels such as these may be em- 
ployed for convenience of discussion; we must continually 
realize that they are labels and nothing more. They cannot 
be employed unless we understand that they do not repre- 
sent the facts. The fact is that the body and mind are in- 
separable in the life functions. They are thus inseparable 
in the reaction of the body-mind to internal environmental 
or external environmental irritants such as bacteria, pollen, 
and so forth. This reaction is known as disease. 


A Handbook of Psychosomatic Medicine— 
With Particular Reference to Intestinal 
Disorders, by Alfred J. Cantor, M.D. 
(Pages 1, 2). The Julian Press, Inc. 1951. 


502 THE AMERICAN JOURNAL OF PROCTOLOGY 











in five minutes... 


97% of the subjects 


can be satisfactorily examined.' 


simplified sigmoidoscopy preparation with 


FLEET’ ENEMA 





disposable unit 


‘in 
AP at, 






Only the FLEET ENEMA Disposable Unit 
offers the convenience and safety of a hand sized 
“squeeze bottle”, . . . a non-traumatic rectal 

tube . . .a distinctive rubber diaphragm to prevent 
leakage and control flow. Each 4% fl. oz. 

unit contains, per 100 cc, 16 gm. sodium 
biphosphate and 6 gm. sodium phosphate . . 

an enema solution of Phospho-Soda (Fleet) 

... gentle, prompt, thorough. 

1. Gross, J. M., Jl. Int. Coll. Surg., 23:24, 755. 


Cc. B. FLEET Co., INC. 


Lynchburg, Virginia 
makers of Phospho © Soda (Fleet) a modern laxative of choice. 














BOOK REVIEWS FOR PROCTOLOGISTS 


PRINCIPLES AND METHODS OF STERILIZA- 
TION. by John J. Perkins, M.S., Director of 
Research, American Sterilizer Company, Erie, 
Pennsylvania. 340 pages, 174 figures, Charles 
C, Thomas, Publisher, Springfield, Illinois, 
1956. Price $8.00. 


This book provides an excellent reference 
guide for sterilization practices for hospitals, 
laboratories, clinics, and even the large office. 
The book will be particularly helpful to oper- 
ating room supervisors and central service 
supervisors in the larger institutions. 

The material is well systematized, and well 
presented. 

This book provides information on the 
operation of sterilizers, packaging of supplies, 
the use of sterilizing controls, culture tests, 
care of syringes and needles, etc. A new 
sterilizing agent, ethylene oxide is also con- 
sidered. 

These are but a partial list of the subjects 
described, and it is safe to say that this book 
should be part of the armamentarium of every 
hospital and clinic. 


CLINICAL LESSONS OF DIGESTIVE PATH- 
OLOGY by Gallart Mones, F.; Gallart Es- 
querdo, A.; Badosa Gaspar, J.; Barcelona, 
Salvat, 1956. 


Gallart Mones’s School offers us a new 
series of clinical lessons which have won an 
eminent place in Gastroenterologic history. 
The President of the International Society of 
Gastroenterology, and one of the best teachers 
of the specialty, he has built a school that is 
now directed by his son Gallart Esquerdo, and 
the most eminent collaborators. Barcelona is 
now considered a scientific center for the study 
of digestive pathology. The book has 10 chap- 
ters; Functional Disturbances in Digestive 
Pathology, Plastic Linitis of the Stomach, 
Gastric “Dumping” Syndrome, Ulcerative 
Colitis, Chronic Inflammatory Tumors of the 
Colon, Foreign Bodies of the Colon and Rec- 
tum, Rectitis, Melanotic Tumors of the Rectum 
and Anus, Diseases of the Biliary Tract, and 
Pathology of the Diaphragm. 

We would exceed the limits of an abstract 

—Continued on page 506 











4h) FOR HARD, DRY STOOLS OF 
Constipated Babies 


Borcherat 





MALT SOUP 


tract 


A gentle laxative modifier of milk. Just 1 or 2 tablespeon- 
fuls in day’s formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 
sium ions contribute to gentle laxation. Safe and easy 
to use. 


GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under-par elderly patients with 

hard, dry stools. Supplies nutritional factors from rich bar- 

ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 

are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. 

7 Specially processed malt ex- 
tract neutralized with potas- 
sium carbonate. In 8 oz. and 
16 oz. bottles. 





Somples and literature on request 


BORCHERDT MALT EXTRACT CO. 


217 N. Wolcott Ave., Chicago 12. Ill. 
In Canada: Chemo-Drug Company Ltd., Toronto 
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NEW, UNBREAKABLE SYRINGE 
MADE OF TOUGH NYLON 












BANISH GLASS BREAKAGE FOREVER 


Give your pocketbook a break. The new SES! Syringe is unbreakable, leakproof, sterilizable. 
We've tried them ourselves and found them so good we'll guarantee them for 3 years. 
How many glass syringes would you break in that time? Cat. No. PTW 75. 


$2.70 EACH; 2 FOR $5.00 











STANTON'S AN 
NEEDLE HOLDER — ——— 


The flat shanks of this instrument form a single shaft when closed. This allows much more 
room than conventional needle holders, Length 10". Made of stainless steel. Price $21.00. 





FURRY'S CRYPTOTOME IS BEST! 
2 SS) 

















Made to Dr. Furry's specifications by us. Most popular of all cryptotomes because it's 
made right! Length 8". Price $7.00. 





USE WOCHER INSTRUMENTS FOR BETTER SURGERY 


OCHERS 


THE MAX WOCHER & SON CO. 
609 COLLEGE ST. CINCINNATI 2, OHIO 
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to examine the importance of every chapter, 
but we can affirm that each of them points out 
clinical criteria which are like a smooth, clear 


distillation of knowledge and facts related to - 


each problem. The book is a splendid revivifi- 
cation of Trousseau and Dieulafoy’s lessons in 
this second half of the twentieth century. 
The book does not suffer from monotonous 
encyclopedism nor is it a telegraphic summary 
of certain medical schools. The reader will 
obtain in every sentence an opinion or a judge- 
ment. We appreciate the circumstance of be- 
ing able to recommend the Clinical Lessons of 
digestive pathology which remind us of one of 
the greatest men: Bonorino Udaondo, who like 
Moutier, Henning and Gallart Mones, had un- 
derstood that there cannot be a specialty with- 
out a perfect control of the general clinic. 


MEDICAL WRITING by Walter C. Alvarez, 
M.D.; Hugh Clegg, M.D.; Felix Marti- 
Ibanez, M.D.; Hans Selye, M.D.; Henry E. 
Sigerist, M.D. 66 pages. M, D. Publications, 
Inc., New York, N. Y., 1956. 


This paper-covered monograph is a sym- 
posium on many of the phases of medical 
writing. The authors of the five chapters are 
well known for their writings, and present in- 
teresting viewpoints. The Selye paper on “How 
Not To Write a Medical Paper” is particularly 
interesting. 


YEAR BOOK OF MEDICINE—1956-1957 Series 
by Paul B. Beeson, M.D., Ensign Professor of 
Medicine and Chairman of the Department 
of Internal Medicine, Yale University School 
of Medicine; Physician-in-Chief, University 
Service, Grace-New Haven Community Hos- 
pital; Carl Muschenheim, M.D., Associate 
Professor of Clinical Medicine, Cornell Uni- 
versity Medical College; William B. Castle, 
M.D., Professor of Medicine, Harvard Univer- ” 
sity; Director, Thorndike Memorial Labora- 
tory; Director, Second and Fourth Medical 
Services, Boston City Hospital; Tinsley R. 
Harrison, M.D., Professor of Medicine, 
Medical College of Alabama, Birmingham; 
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PAINLESS Rectal Surgery! 








The goal of the proctologist achieved: 





@ RECTOCAINE offers freedom from pain both before and after 
surgery! 


@ RECTOCAINE permits immediate ambulation! 
Proctology—Cantor) 


@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


RECTOCAINE 


The Oil Soluble Anesthetic of Choice. 
Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


Cc. F. KIRK Co., 521 W. 23rd St., N. Y. 11, N. Y- 
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(Ambulatory 


Boxes of 6, 
25, or 100 5cc. 
sterile ampuls. 














Ree = Se 


Whenever rough wood-pulp tissue' will 
aggravate a perianal lesion... 
USE— SOFT, SOOTHING, CONVENIENT 


COTTON FLANNEL PADS, WITCH HAZEL 
IMPREGNATED WITH] Gtycerin........ 
A SOLUTION OF DISTILLED WATER...........q. 


PRESCRIBED AS A SOOTHING DRESSING OR HYGIENIC AID: 


e for general hemorrhoidal care 

e after anorectal surgery 

e after episiotomy 

@ as a replacement for toilet paper 


e in pruritus ani and vulvae 
e in pediatric perianal dermatitis 
¢ in pinworm invasions 


SUPPLIED: jars of 40 and 100 with plastic envelope for carrying. 


' Toilet paper is harmful to patients with proctologic disease..." 
Snapper, |., in discussion of Connors, R. J.: Surgery in Proctologic Cases, 
Rev. Gastroenterol. 20:753 (Oct.) 1953. 





“,«. SUCCESSFUL PROCTOLOGIC SURGERY 
DEPENDS ON METICULOUS AFTER-CARE”' 


...1S recommended for efficiently 
re-establishing normal daily stools 
after anorectal surgery 


HYDROCIL Superior hydrophilic compound of highly re- 
fined psyllium mucilloid and very finely divided 
karaya gum, dispersed in pure dextrose. 


ydrocil 


SUPPLIED: 

Hydrocil Fortified Capsules— 

bottles of 30 and 100. 

Hydrocil aoe a oz. and 

Hydrocil Regular { 1-lb. slip- 
labeled 
canisters. 


HYDROCIL 
REGULAR 


fine enough for postsurgical prescription, is 
inexpensive enough to prescribe for careful 
corrective treatment of Simple Constipation. 





HYDROCIL 
FORTIFIED 


incorporates 2 mg. acetphenolisatin in each 
5 Gm. A new synthesis of the laxative prin- 
ciple of prunes, acetphenolisatin adds the 
mild stimulation to the bowel needed in 





two to four capsules daily. 


intractable Constipation and certain post- 
anorectal surgical cases. 





New Hydrocil Fortified Capsules contain re- 


Useful in the treatment of con- 
Stipation in patients who prefer 
the capsule dosage form. 





‘Connors, R. J.: Surgery in Proctologic Cases, 


fined psyllium illoid, methylcellulose and 
Sane) Sateen See _— Rev. Gastroenterol. 20:753 (Oct.) 1953. 


acetphenolisatin. Usual adult dose is only 
“Bulk producers such as... Hydrocil .. . combined with an anti- spasmodic 
. in proper and effective dosages usually lead to satisfactory bowel habits.’"! 


SAMPLES AVAILABLE ON REQUEST TO... 


PHARMACEUTICAL COMPANY ¢ MINNEAPOLIS 4, MINN. 
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Franz J. Ingelfinger, M.D., Associate Protes- 

sor of Medicine, Boston University School of 

Medicine; Philip K. Bondy, M.D., Assistant 

Professor of Medicine, Yale University School 

of Medicine; Associate Physician, University 

Service, Grace-New Haven Community Hos- 

pital. The Year Book Publishers, Inc., 1956. 

744 Pages. 118 Figures. Price $6.75. 

The new Year Book maintains the very 
high standards of preceding editions. It covers 
infections, the chest, the blood and _blood- 
forming organs, the heart and blood vessels 
and the kidney, the digestive system and 
metabolism. 

The proctologist will find a very excellent 
section on the intestines, including material 
on regional ileitis, megacolon and ulcerative 
colitis. Indeed, there are some very excellent 
papers on ulcerative colitis. 

One of the best ways to keep abreast of 
the current literature is in terms of the Year 
Book. The Year Book of Medicine (and the 
Year Book of Surgery) should be in the 
library of every physician, whether he spe- 
cializes or not. 










Sajerty —no irritants 


LA 





Cottul, — reducible dosages 


in Any Age 


ESSENTIAL UROLOGY by Fletcher H. Colby, 


M.D., Consultant, Massachusetts General 
Hospital; Urological Consultant, Lakeville 
State Sanatorium, Middleboro, Massachu- 


setts, and Lemuel Shattuck Hospital, Boston, 
Massachusetts; Former Chief of the Uro- 
logical Service, Massachusetts General Hos- 
pital, and Associate Clinical Professor of 
Genito-Urinary Surgery, Harvard Medical 
School. Third Edition, The Williams & Wilkins 
Company, Baltimore, 1956. 656 pages. 358 
Illustrations. Price $8.00. 


This book is now in its third edition, and 
continues to be one of the most useful text- 
bocks for students and residents known to 
this reviewer. As the title indicates, the im- 
portant essentials of genito-urinary pathology 
and physiology are offered in this text. 

The newer methods of treatment, particular- 
ly in the field of antibiotic and chemothera- 
peutic agents, are well presented. 

This text will be of interest for the general 
practitioner who must, of necessity, see the 
urologic patient first. It also offers an excellent 
review text for the urologist. 



















Suited to 
your patients’ 
preference: 


e Zymenol, easy-to-take 
emulsion 


e Zymelose, convenient 
tablets and tasty granules 


ALL CONTAIN BREWERS YEAST . . . NO SUGAR 














write for Zylax tablets 














For safety For control, 

and gentleness in prevention 
a fast-acting laxative, of bedsores, 
prescribe 





BSP Liquid 
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WHAT TOPICAL ANESTHETIC 
HAS BEEN SHOWN TO BE 
MOST EFFECTIVE? '° 







WHAT TOPICAL ANESTHETICS 
HAS BEEN SHOWN TO BE 4 
LEAST TOXIC—LEAST 






Benzocxine is ‘the best topical anes- 
thetic." 
Benzocains is the least toxic of ten 
topical ane=hetics tested.2 
“Superior to «wo popular topical an- 
esthetic preparations."3 

No sensitivity exhibited by any of 
1809 patients in published clinical 






Americaine Topical Anesthetic Ointment 


studies, 3. 4, 5, 6,7, 8 provides a unique weapon for the proctolo- 
1. Tainter, M. L. ond Winter, L.: Anesthe- gist for fast, prolonged relief from post- 

Siology, 5:470-490 ’ operative procedures, as well as from pain 
2. Adriani, J.: Pharmacology of Anesthetic sok eee : 7 

Drugs, Ed. 1941 and itching pre-operatively and in non- 
; itz, H. E. et al: West.J. eo ee . —" e 
| ell operative cases. Only Americaine contains 
4. White, C. J. and Madura, J. W.: Post- i H ° 

pte og rg the unusually high concentration of 20% 
5. Horwitz, B.: Am. J. Surg., 81:81 dissolved benzocaine—a simple, potent for- 
6. Finkel, M. et ol: Ind. M. & S., 17:12 | f f dtopical hesi 
7. Loibe, J. E. F.: Ill. Med.- J., 102:266 mula—tor more protound topical anesthesia. 
8. Byrne, J. E.: Surg., Gyn., Ob., 98:250 


mie 


TOPICAL ANESTHETIC OINTMENT 








Contains: 
Ethyl-p-aminobenzoate (benzocaine) ................- 20% 
| ae 0.39% 


yes 
ovens wr estee 


In a bland, water-soluble base. 


ALSO AVAILABLE: 
AMERICAINE AEROSOL 

automatic spray-on topical anesthetic. 
Quick, non-traumatizing application 
to areas of excruciating pain. 





AMERICAINE LIQUID— 


For instillation into cavities and 
canals. 


ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 
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- Available in 1 Oz. tubes 
and 1 Ib. jars. 











Newer Medicinals 


Cathocillin, Merck Sharp & Dohme, Division 


of Merck & Co., Inc., Philadelphia 1, Penn- 
sylvania. A capsule containing 75 mg. 
potassium penicillin G and 125 mg. Catho- 
mycin. The combination is said to offer 
advantages of both drugs while eliminating 
gaps in coverage by either antibiotic alone. 
Indicated in a variety of infectious condi- 
tions. Dose: As directed by physician. Sup: 
Bottles of 16. 


‘ Demerol with Scopolamine Ampuls, Win- 


throp Laboratories, Inc., New York 18, New 
York. Contain 50 mg. Demerol hydrochloride 
and 0.2 mg. Scopolamine hydrobromide per 
cc. Used for preoperative preparation. 
Dose: As directed by physician. Sup: Am- 
puls of 2 cc., boxes of 25. 


Dorbantyl,Schenley Laboratories, Inc., New 


York 1, New York. An orange and black, 
hard gelatine capsule containing 25 mg. 
Dorbane and 50 mg. dioctyl sodium sulfo- 
succinate. Indicated for both children and 
adults to aid in the softening, bulking and 
expulsion of stools. Dose: As directed by 
physician. Sup: Bottles of 30 and 250. 


Gustalac, Geriatric Pharmaceutical Corp., 


Bellerose, New York. A tablet containing 
calcium carbonate 300 mg. and defatted 
skim milk powder 200 mg. Indicated in the 
treatment of peptic and duodenal ulcers, 
gastric distress due to hyperacidity and 
dyspepsia with its varied symptoms. Dose: 
Two tablets before meals and before retir- 
ing. In more severe cases, one or two 
tablets at hourly intervals. For hyperacidity 
—one or two tablets as necessary. Sup: 
Bottles of 100, 250 and 1,000. 


Medihaler-Nitro, Riker Laboratories, Inc., Los 


Angeles 54, California. A 1% aerosol solu- 
tion of octyl nitrite in an inert propellent. 
Indicated for temporary relief of angina 
pecforis, Has been reported to be useful 
in biliary colic, biliary dyskinesia, post- 
operative biliary spasm, achalsia and ure- 
thral spasm or colic. Dose: One or two 


inhalations as may be necessary. Two 
minutes should be allowed between inhala- 
tions. For use only with a Medihaler Oral 
Adapter. Sup: Vials of 10 cc. 


Molofac Capsules, E.R. Squibb & Sons, Divi- 


sion of Olin-Mathieson Chemical Corp., 
New York 22, New York. Clear, red capsules 
containing 60 mg, dioctyl sodium sulfo- 
succinate in polyethylene glycol 400. Indi- 
cated as a non-laxative stool softener valu- 
able before and after gynecologic and 
proctologic operations and in cardiac and 
hypertensive patients or patients with paraly- 
sis and muscle weakness. Dose: As directed 
by physician. Sup: Bottles of 30 and 100. 


Neraval Sodium Sterile Powder, Schering 


Corp., Bloomfield, New Jersey. A _ short- 
acting general anesthetic for intravenous 
administration which can be used in a full 
range of operative procedures including 
major abdominal, plastic and resective sur- 
gery, and in minor surgery on ambulatory 
out-patients. Dose: As determined by phy- 
sician. Sup: Vials of | and 2 Gm., boxes 
of 6 and 25; vials of 5 Gm., boxes of | 
and 25. 


Trevidal Liquid, Organon, Inc., Orange, New 


Jersey. Contains aluminum hydroxide, cal- 
cium carbonate, magnesium trisilicate, mag- 
nesium carbonate and vegetable mucin. 
Indicated in the treatment of hyperacidity 
and peptic ulcer. Dose: As directed by 
physician. Sup: Bottles of 12 oz, 


Vioform Hydrocortisone Cream, Ciba Phar- 


maceutical Products, Inc., Summit, New 
Jersey. A water-soluble preparation con- 
taining iodochlorhydroxyquin USP 3% and 
hydrocortisone USP 1%. Indicated in the 
treatment of various acute and chronic skin 
conditions to relieve itching and inflamma- 
tion and induce healing. Also provides anti- 
bacterial, antifungal action. Dose: Apply 
to affected area three to four times daily. 
Sup: Tubes of 5 Gm. and 20 Gm. 
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